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President’s Address 


HISTORICAL ASPECTS OF THE MINNESOTA STATE 
MEDICAL ASSOCIATION* 


N. O. Pearce, M.D. 
Minneapolis 


«]* is a requirement of our By-laws and is both 
customary and proper that such remarks shall be 
made by your Executive Officer as he may deem most 
conducive to the welfare and prosperity of the Society. 

“{ do not propose a didactic essay but simply desire 
to speak a few plain words in the hope that our So- 
ciety and its objects shall be steadily and earnestly sus- 
tained, and preserved in, and that the good results 
which are already so apparent may be greatly aug- 
mented as the coming years pass before us. 

“The incentives which have brought together so large 
a body of professional men, many from remote sec- 
tions of the state, and all at no little trouble and ex- 
pense, are not the incentives of self-interest, and self- 
congratulation, but they spring, we humbly trust, from 
the noble desire of sustaining and_ building up the pro- 
fession we honor, the science and art of rational medi- 
cine—by meeting, consulting, and interchanging views 
upon subjects which everywhere and always must af- 
fect the well-being of communities. Let us lay broad 
and deep the foundation of a Society of which we may 
in time feel proud, and which shall endure, let us fer- 
vently hope, long after the responsibilities which now 
weigh on us have descended to other hands. 

“In our labors let us prominently bear in mind that 
no sectional interests, or motives merely personal, 
should influence our deliberations, but that a purely 
catholic spirit should pervade and govern us, so that 
in all our doings we may work harmoniously together 
for the advancement, usefulness, and honor of our 
profession.” 


The words which I have just spoken are the 
first formal utterances of which we have record 
by a President of the Minnesota State Medical 
Association. This is the opening address of Dr. 
Samuel Willey, who was president of this So- 
ciety from 1869 to 1871. 

Tonight, in the midst of this great gathering of 


*Presidential address before the annual meeting of the Minne- 


sota State Medical Association, Rochester, Minnesota, May 23, 
1933, 
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physicians in this great medical center, it seems 
to me fitting that we should turn back the pages 
of history and acquaint ourselves with the aims 
and ideals of the founders of this Society. I 
wish to acknowledge at this time that I am in- 
debted for much of the material which I am pre- 
senting in this address to Dr. Arthur S. Hamil- 
ton and the Historical Committee, who have la- 
bored for a number of years to gather together 
facts concerning the early history of the organi- 
zation. You may look forward with much pleas- 
urable anticipation to the early publication of 
these volumes, which are replete with interesting 
historical material, written in a most entertaining 
manner. 

For some time it has been the general opinion 
that the Society was first organized in 1855 and 
in the Transactions of the Society reference will 
be found to that effect in several places. How- 
ever, there is no doubt that the initial meeting of 
this Society was held in Saint Paul in 1853. 
There were present at that meeting, and thus we 
may style them as the founders of the Society, 
the following gentlemen: Drs. Thomas R. Pott, 
James D. Goodrich, W. W. Finch, John J. 
Dewey, and T. T. Mann of St. Paul, John H. 
Murphy and Charles L. Anderson of St. Anthony 
Falls, A. E. Johnson, St. Anthony City, and 
Alfred E. Ames, Hennepin County. 

The records of this meeting are very meager, 
but do show that the members wrote and adopted 
a constitution which, unfortunately, has been 
lost, with the exception of one article. The name 
of the organization adopted at this time was the 
Minnesota Medical Society. As this was in ter- 
ritorial days, the word “State,” of course, was 
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not included in the name. The first officers of 
the Society were Dr. Thomas R. Potts of St. 
Paul, president, and Dr. Charles L. Anderson of 
St. Anthony Falls, secretary. 


The meeting adjourned to convene again in 
St. Anthony Falls the following year. However, 
there is no record of such a meeting, and there 
are very few notes that would indicate that more 
than one, or possibly two, meetings of the Society 
took place during the following fifteen years. 
Surely nothing has been discovered later than 
1857. Probably because of the war and the gen- 
erally unsettled conditions, the Society did not 
again convene until 1869, when it met in Saint 
Paul, and we find Dr. Potts still recognized as 
president. Here it was decided after much dis- 
cussion to abandon the old Society, reorganize 
into the Minnesota State Medical Society and 
adopt a new constitution. From this time on the 
Society met regularly; at first, annually and 
semi-annually, and after a few years, only an- 
nually. The Transactions and records of the So- 
ciety’s proceedings from 1869 to the present day 
are fairly complete. According to the arrange- 
ment, the Society met annually in the city of 
Saint Paul, and semi-annually in some other city. 
There are records of semi-annual meetings be- 
ing held in Owatonna, Winona, Mankato, Roch- 
ester and several other cities. 

Minnesota was admitted as a Territory in 
1849, and at that time most of the Territorial 
Laws and Acts of the Territory of Wisconsin 
were adopted by the Territory of Minnesota, 
among these an Act which had to do with the 
practice of Medicine. This act provided in some 
detail for the formation of County Medical So- 
cieties, which were to meet on such a day as they 
should deem proper, in the place where the last 
term of County Court next preceding such meet- 
ing had been held. The act provided that they 
should elect a President, Recording Secretary, 
Treasurer, and three censors for one year. They 
were declared to be bodies corporate and politic, 
in fact and in name, and were by law capable of 
suing and being sued, and could adopt a common 
Seal, which they might alter and renew at pleas- 
ure. It further provided that all physicians and 
surgeons in the several counties who had received 
a diploma from any incorporated medical col- 
lege or society of any of the United States or 
Territories or any foreign country could become 
members. It was provided that they could hold 
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real estate for the uses of said Society, which real 
estate should in no case exceed the sum of 
$5,000.00. Further, they could make by-laws and 
regulations relative to the admission and expul- 
sion of members, and examination of students. 
They were respectively empowered to examine 
all students who presented themselves for that 
purpose, and to grant them diplomas under the 
hand of the President and the Seal of the So- 
ciety, which diplomas should constitute them 
members of the organization. No person could 
be admitted for examination as a candidate for 
diploma and membership unless he had arrived at 
the age of 21, had at least a good English educa- 
tion, and had studied medicine for at least three 
years with some respectable practitioner, and 
could produce satisfactory evidence of good 
moral character. The act provided for the levy- 
ing of dues not to exceed $3.00 in any one year 
for the purpose of procuring a medical library, 
anatomical cabinet, chemical apparatus or for the 
encouragement of useful discoveries in the sci- 
ence of medicine. It seems on the face of it that 
it was an act of some importance in the control 
of the practice of medicine in the Territory of 
Minnesota, and would have been had it not con- 
tained a joker in the last section, which read: 


“This act shall not be so construed as to prevent any 
person from practicing physics and surgery within this 
Territory who is not a member of said societies.” 


I have gone into this at some length because it 
brings up three interesting things: (1) that the 
medical societies were authorized to organize by 
law; (2) that they were authorized to examine 
and issue diplomas ; and (3) that with one excep- 
tion this was the only act governing the practice 
of medicine in the Territory and State of Min- 
nesota until 1883. In 1869 there was a Medical 
Practice Act passed which seemed very compre- 
hensive and reasonable and was evidently de- 
signed to prevent the practice of medicine by the 
numerous quacks and charlatans. This act, how- 
ever, was again repealed in 1870, for the reason, 
as given by Dr. Willey in his address to the So- 
ciety in that year, that the act was not satisfac- 
tory in many respects principally because it had 
failed to provide for any manner or means of its 
enforcement and had already become a dead let- 
ter. In the by-laws, adopted by the Society in 
the year 1870, appears a paragraph which some- 
what amplifies the requirements of students for 
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receiving a diploma from the State Society. It 
says : 

“They shall require satisfactory proof of the ap- 
plicant that he has studied medicine with some physi- 
cian and surgeon duly authorized to practice his pro- 
fession for at least three years, that he has attended at 
least one course of lectures in a School of Medicine 
recognized by the American Medical Association, and 
that he has been in reputable practice for a period of 
not less than five years. They shall then examine him 
in the several branches of medicine and surgery, and 
if such examination is satisfactory, they shall issue a 
diploma under the seal of the Society.” 


Our Society has always been actively inter- 
ested in legislation pertaining to the practice of 
medicine. In 1869 they named a legislative com- 
mittee and passed a resolution in which they of- 
fered to assist the Legislature in any manner, 
provided it was desired to pass legislation con- 
trolling the practice of medicine by quacks and 
irregular physicians. They also passed resolu- 
tions requesting the Legislature to provide an act 
to authorize and provide for the collection of vi- 
tal statistics; and later, it was through a resolu- 
tion by the State Medical Society that the State 
Board of Health was organized. They were also 
interested in legislation for compulsory vaccina- 
tion although considerable difference of opinion 
seemed to exist as to the comparative value of 
human pox and cowpox. They also urged the 
passage of an act establishing an asylum for in- 
ebriates, which was evidently, from discussion, in 
those days considered to be a disease, rather 
than a bad habit. These early meetings of the 
Society were characterized by much lively debate 
and interchange of opinion on many questions 
of scientific and economic interest. For instance, 
one of the first resolutions occurring in the 
Transactions of the Society was one which lim- 
ited debate to five minutes by any member and 
which prohibited any member from speaking 
twice on the same subject without special permis- 
sion from the Society. One of the questions 
which seemed to occupy a good deal of time and 
offered much difference of opinion was con- 
cerned with the propriety of admitting women to 
the Medical Society. Miss Harriet Preston of 
Rochester, a graduate of a Woman’s Medical 
College at Philadelphia, applied for admission to 
the Society as early as 1870. Drs. Mayo, Stewart, 
Mattox, and Sweeney sturdily upheld the motion 
that she be admitted to membership, while Drs. 
Stone, Hewitt and Murphy led the opposition, 
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and a heated discussion ensued. The resolution 
was finally tabled, partly on the basis that it had 
not yet been determined whether the regular 
schools would admit female practitioners, and 
partly because their respect for female delicacy 
would prevent them from freely discussing cases, 
for example, such a case as the congenital mal- 
position of the bladder in a male, which male 
later proved to be a hypospadias in a baby only 
eight months old. Besides other objections Dr. 
Stone felt that physiological disability was the 
only true ground upon which women could be 
rejected from a calling which the good sense of 
the mass of mankind still teaches them to believe 
her to be unfitted for. Dr. Murphy recognized 
the inevitable in his comment, “This female 
woman question is looming up and you cannot 
stop it.” 

In the third annual meeting we again find Miss 
Preston in the list of those reported as duly 
qualified for membership and as representative 
of the claims of women practitioners she re- 
mained for some years a thorn in the side of the 
Society. Her application was again rejected at 
this meeting, the Saint Paul Press reporting the 
proceedings under the heading “No Women 
Need Apply.” At the sixth annual meeting Dr. 
Preston’s name came up once more, but she was 
again rejected by a vote of 13 to 27. Apparently 
the cause of the women then slumbered until 
1880, when Drs. Harriet Preston, Edith Grew 
and Clara Atkinson, all members of Ramsey 
County Medical Society, were elected over a 
feeble resistance to membership in the State 
Society. 

During these early sessions of the State Med- 
ical Society, the members were greatly concerned 
with proper medical education and the suppres- 
sion of quacks. We gather from reading the 
Transactions that the quacks in Minnesota at this 
time were mostly what is known as irregular 
practitioners. The members of the Society were 
severely criticized for any consultation with one 
of these irregular physicians. It is interesting 
to note that it appears in the Transactions at this 
time that there were more irregular practitioners 
in Minneapolis than there were regulars, and in 
Saint Paul, almost as many irregulars as regulars, 
and in Rochester eight regulars to seven irreg- 
ulars. It is apparent that these gentlemen in 
their early deliberations recognized many of the 
same principles that we recognize today. For 
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instance, the Committee report on the question 
of the suppression of quackery reads as follows: 


“Your Committee after serious deliberation expressed 
the belief that laws regulating the practice of medicine 
do not and cannot reach the cause of the success of 
quackery among the people, but that that cause is to be 
found in the deficient knowledge on the part of the 
people in regard to the real ground upon which the 
practice of medicine rests, and that so long as the de- 
ficiency exists quackery will flourish. If legislative 
action is to be had it should be directed to the removal 
of the cause.” 

Malpractice suits flourished during this period 
and there was much concern over the unsym- 
pathetic attitude of the public. A committee was 
appointed to study this matter and reported some- 
what as follows: First, that in cases where there 
was an accident which probably meant the reduc- 
tion of a dislocation or fracture a physician 
should refuse to answer a call unless he knew 
that the party injured was honest and reliable. 
The second suggestion was that the physician re- 
quire the patient to give in writing an agreement 
that he would in no way hold the physician re- 
sponsible for any untoward results. The third 
suggestion was that a plaintiff in suing a phy- 
sician for malpractice should be required to put 
up a bond which would cover all of the expenses 
to the physician in defending the case. The 
fourth suggestion, and the one which I’m sure we 
all wish might be adopted today, was to have 
legislation enacted which would require that all 
malpractice suits should be tried before a jury 
of reputable physicians. In reading the Trans- 
actions it becomes apparent that the attitude of 
the public was not at all friendly to the phy- 
sicians and as there were apparently no insurance 
companies who were writing insurance for the 
protection of physicians in malpractice suits, you 
may be sure that this presented a serious prob- 
lem. In the minutes of the Society at the meet- 
ing in 1876 we find the rather unique resolution: 


“Resolved, that in the experience and observation of 
the Minnesota State Medical Society shortening in all 
fractures even under the most careful treatment known 
to the profession is the rule and normal integrity in 
the restoration of the length of the injured bone is the 
exception.” 


The dues of the State Society came up for fre- 
quent mention. The early dues were set at $2.00, 
but on more than one occasion we find a pro- 
posal which has a familiar ring, that is, that the 
dues be reduced. Even at this early date they 
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seem to have had much trouble in collecting the 
dues as it appears that in 1874 it was necessary 
to place bills for unpaid dues in the hands o/ an 
official collection agency with instructions to <ol- 
lect by any means possible. 

The American Medical Association, to whic! in 
those days the Society named as many as fificen 
delegates, apparently was not having entirely 
smooth sailing, as the following State resolution 
would indicate : 


“Resolved that while we admit existing imperfection 
and are willing to aid in effecting improvement in the 
organization and working of the American Medical 
Association we heartily disapprove of any and all mani- 
festation of a spirit of fault finding among the profes- 
sion or in the medical journals of the country, that 
have not at least a practical suggestion to offer in the 
way of reform.” 


As we are still today, they were also concerned 
for both the character. of and the amount paid 
for expert testimony. It seems that the statutes 
left the fee for such testimony to be determined 
by the judge, and in some cases it was as low as 
$1.00 per day. They suggested at this early date 
that expert testimony should be provided for in 
such a manner that the witness would not appear 
to be testifying for either side of the case. The 
suggestion here originated that the client and the 
plaintiff each choose one expert and the court a 
third and their testimony to be given to the court 
for his guidance. Contract practice entered into 
the very early proceedings of the Society. At 
the meeting of 1870 the following resolution, 
which is almost identical with one we passed at 
this meeting, appeared : 


“Whereas, bidding or proposing for public or private 
business, especially where it renders the party liable to 
come in conflict with other members of the profession, 
has a tendency to lower the dignity of the profession 
both in the estimation of its members and that of the 
public, therefore, be it resolved that such bidding or 
proposing is and shall be considered unprofessional.” 


The question of medical fees was often dis- 
cussed at these meetings and particularly were 
the fees for insurance examinations, for post- 
mortem examinations, and for the examination 
of the insane. Dr. Hill, in his address to the 
Society in 1875, stated: 


“It is a well known fact that the medical fraternity 
of the state with a few exceptions has not shared in 
the benefits of its rapid increase in wealth. In this 
respect we follow the general rule that it seldom falls 
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to the lot of the physician to become rich. A higher, 
holicr and nobler motive must animate his daily life 
rather than the mere accumulation of the baubles of 
the world or his profession would prove as irksome 
as it frequently becomes a thankless one. And yet the 
physician must live like other men, and more than this, 
he must have time for study, for such is the rapid ad- 
vancement of our science that he cannot do justice to 
his patient, himself, or his profession unless he keeps 
pace with its incessant progress. It is thus evident that 
if the entire time of the medical man is occupied in 
earning just enough for his daily bread he must soon 
fall behind the age and become incompetent to his 
whole duty.” 


Dr. Staples of Winona in an address before the 
Medical Society in 1871 made the following in- 
teresting observations regarding medical educa- 
tion. He said: 


“Medical education in America is far below the wants 
of the profession and the interests of Society at large 
and immeasurably inferior to that in the principal parts 
of Europe. Humiliating as it may be nevertheless it is 
true, and so acknowledged by almost the whole Amer- 
ican population. A great reform is needed and that 
need is known and appreciated and I would submit the 
following observations for your consideration: First, 
that the number of so-called medical colleges in this 
country is by far too great. There are in the United 
States 101 medical teaching bodies, only 61 of which 
are regular medical schools. A large number of these 
61 medical colleges are located in small cities and coun- 
try villages where facilities for the study of the prac- 
tice of medicine and surgery aré exceedingly limited 
and where to obtain a first class professional staff is 
out of the question. There has been a steady and 
totally ineffectual pressure brought to bear on the col- 
leges by the better part of the profession for thirty 
years, in order to obtain better preliminary training, a 
lengthening of lecture terms, and the enlargement and 
improvement in the subjects of instruction. The med- 
ical colleges of this country are mostly joint stock 
corporations who furnish as little medical education as 
they can sell at the highest rate they can obtain, which 
rate, by the way, is often not very high. Their number 
is excessive and the competition between them is very 
keen. They are consequently disinclined to introduce 
any new features which may scare students of low 
requirements away or which may add seriously to the 
expense of the institution.” 


Among the suggestions which originated at this 
meeting were that the time of the medical college 
course be lengthened to five years, that the col- 
lege instruction be systematic and progressive and 
that there be examinations for promotion from 
class to class, and for admission to any advanced 
class in the course. They say further that the 
plan of reading medicine in the office of a practi- 
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tioner is at best ineffective and generally more 
novel than a real study of medicine. 


I am sure from the foregoing that we all real- 
ize that the founders of our Society were men of 
wisdom and foresight. Their problems were not 
dissimilar to those we have today, and their rea- 
soning and planning for the future as exemplified 
in the case of medical education was wise beyond 
their time. In fact, the very same economic 
problems confronted them as confront us, and the 
things which they advocated so many years ago 
are the things for which we stand today. If 
time permitted, it would be most interesting to 
review these early proceedings on other than 
economic subjects. 


Of course, the greater part of the time at the 
annual and semi-annual meetings was devoted to 
the discussion of scientific subjects. There were 
certain fixed papers such as essays on certain 
subjects, but a great deal of time was spent in 
an interchange of ideas based upon the presenta- 
tion of cases and upon personal experiences. 
Those diseases which seemed to occupy most of 
the attention of the Society in the earliest days 
were phthisis, intermittent fever, typhoid fever, 
spotted fever, diphtheria, scarlet fever and 
paludal disease. 


One cannot but be imbued with the greatest 
respect for this fine group of pioneers, the early 
founders of the practice of medicine in Minne- 


sota. In closing, I will quote from the last words 
of Dr. N. B. Hill, president and one of the early 
founders of the Society. It was indeed unfortu- 
nate and tragic that Dr. Hill, who presided at the 
morning session of the Society, suffered from a 
cerebral hemorrhage during a noon recess, from 
which he died shortly. However, his annual ad- 
dress from which I quote was taken from his 
pocket and read during the afternoon session. 
Among other things he said: 


“At a glance over this assembly I recognize the 
familiar countenances of many veterans in our Society 
and memory painfully reminds me of many of our early 
associates who have passed away, and we are con- 
strained to stop here and drop a silent tear in remem- 
brance of their kindness, their earnestness and devoted- 
ness to our noble profession. Separated from civiliza- 
tion, surrounded by savages, and widely scattered, their 
opportunities for consultation and reunion were very 
limited. Yet, together with you, they are the founders 
of the Medical Society of the State of Minnesota. The 
early history of our state proves that they were promi- 
nent in the settlement and establishment of good society, 
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and aided in the promotion of the higher institutions 
of learning. They also figured in the interest and on 
the side of law and order in all the relations of life 
and as devotees of the noble profession of their choice 
we can proudly point to many bright examples among 
the living as well as the dead. Can we not then real- 
ize the feelings of a son in looking back to his ancestry 
and being gratified, nay proud, of our forefathers in 
medicine, the founders of the State Medical Society.” 

It seems prophetic that the only portion of the first 
constitution of this Society that has been preserved to 
posterity reads as follows: “The objects of this Society 
shall be the advancement of medical knowledge, the ele- 
vation of professional character, the protection of the 
interests of its members, the extension of the bounds 
of medical science and the protection of all measures 
adopted to the relief of suffering, and to improve the 
health and protect the lives of the community.” 


[August, /933] 


I can find no more fitting close for this adcress 
than the words of Dr. Staples, president o/ the 
Association in 1871, in which he said: 


“We have the dignity and character of a noble call- 
ing to sustain, of a profession which has numbere: for 
2,000 years and more, some of the wisest and best men 
in all countries, and at all times. The goal of perfec- 
tion is far distant. We shall never attain it, yei we 
labor none the less earnestly to advance towari it. 
Ours is not to make and adopt a code of ethics, and 
follow it as the unwilling subjects of an arbitrary 
law, but rather to inculcate such sentiments of honor 
and to cherish in our hearts such principles of justice 
as shall lead us, in all our intercourse with our pro- 
fessional brethren as well as with our patients, to act 
uprightly and to contend for the truth.” 





THE TREATMENT OF TUBERCULOSIS BY HYPERPYREXIA 
PART II* 
A COMPARISON OF THE TYPES OF TUBERCULOSIS IN DOMESTICATED ANIMALS 
AND THEIR NORMAL BODY TEMPERATURE 


G. R. Duncan, M.D., E. S. Mariette, M.D., F.A.C.P., 
and E. P. K. FEenGer, M.D. 
Oak Terrace, Minnesota 


HE treatment of human pulmonary tubercu- 

losis by hyperpyrexia was begun at this Insti- 
tution on September 3, 1932.¢ The basis for this 
form of therapy in tuberculosis was the result of 
the following observations : 


1. Post-surgical rectal tuberculosis often 
heals with surprising rapidity and usually fol- 
lowing the first operation. All these patients are 
routinely treated with hot Sitz baths. 

2. Patients who develop pleural effusion with 
high temperature often show an improvement 
of a parenchymal infiltration. 

3. Robert Koch* reported no growth on cul- 


tures of tubercle bacilli when they were incu- 
bated at a temperature of 42° C. (107.6° F.) 


4. Man and the guinea pig, having similar 
temperatures, may be infected with human and 
bovine types of bacilli which find these hosts ex- 


*From Glen Lake Sanatorium and Department of Medicine, 
University of Minnesota. Presented before the meeting of the 
Minnesota Trudeau Medical Society, Rochester, Minn., May 22, 
1933, and before the American Sanatorium Association, Toronto, 
Canada, June 26, 1932. 

t“A Preliminary Report on the Treatment of Pulmonary Tu- 
berculosis by yperpyrexia’”—Drs. Duncan, Fenger, and Mr. 
Greene—has been accepted for publication by The American Re- 
view of Tuberculosis. 


cellent media for growth. The rabbit with an 
approximate average temperature of 102° F. may 
be infected with both. human and bovine types of 
bacilli, but the former type finds the rabbit a 
poor media for growth while the latter flourishes. 
The fowl, having a temperature above 106° F., 
is infected by neither the human nor the bovine 
types of tubercle bacilli. 

This fourth observation seemed to us to be 
well worth elaborating. In cold blooded animals 
there are four types of tubercle bacilli which 
have various maximum thermo points at which 
cultures will grow. The highest of these is 98.6° 
F. and the usual non-growth point is much lower. 
The usual optimum point for culture growth’ is 
77° F. 

Human temperatures were obtained from clin- 
ical observation and the usual average rectal tem- 
perature of 99.6° F. was accepted. Rectal tem- 
peratures were taken by us on five guinea pigs, 
three times a day for twenty days, thus giving 
three hundred temperatures. The-average tem- 
perature was 100.408° F. with an extreme low 
of 98.0° F. and extreme high of 103.0° F. We 
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also took rectal temperatures three times a day 
on ten rabbits, 161 readings being taken. The 
average temperature was 102.15° F. with ex- 
treme low to extreme high range of 100.4° to 
104.0° F. Species was not considered. The wide 
range of temperatures between low and high may 
have been due, to a certain extent, to the animals’ 
struggle while being handled. The record of the 
temperature of dogs, horses, cattle, swine, goats, 
sheep and fowls was taken from the work of 
Malkmus.® The temperature of the cat was given 
us by personal communication with Dr. W. L. 
3oyd, Professor of Veterinary Medicine of the 
University of Minnesota. 

Cold blooded animals such as the fish, am- 
phibia, and reptiles are usually susceptible and 
may suffer fatal tuberculosis when infected with 
the cold blooded animal type of tubercle bacilli; 
human, bovine and avian bacilli will remain alive 
in the dorsal lymph sac of a toad for years but 
never cause progressive disease, nor are the 
strains altered. Cold blooded tuberculosis is not 
found in mammals or birds. Human and bovine 
types of tubercle bacilli flourish in man and, ac- 
cording to L’Esperance* and Doan,” there is some 
evidence in favor of the conclusion that Hodg- 
kin’s disease is caused by the avian bacillus al- 
though this point has not been settled. Isolated 
cases of avian bacilli found in tuberculous ap- 
pearing lesions in man have been reported by 
Rabinowitsch (1907), Jansco and Elfer (1910), 
Lowenstein (1913), Lipschutz (1914), and 
others.! Guinea pigs may receive fatal infec- 
tions with either the bovine or the human type. 
Experimentally when injected with avian bacilli 
they exhibit Yersin’s phenomenon or often a local 
abscess at the site of inoculation. Dogs are re- 
sistant to avian infection, but have been found 
to have natural infections with both human and 
bovine types. Cats are resistant to avian tuber- 
culosis, but according to Rabinowitsch (per Cal- 
mette) may have human or bovine types of infec- 
According to the Medical Research Coun- 
cil of England, twenty cats were examined and 
all had bovine type of infection, while the human 
type is retrogressive; thus the cat may be used 
for typing. Experimentally the horse has been 
occasionally infected with the avian tubercle 
bacilli. In nature, progressive tuberculosis is 
produced in the horse by the bovine type while 
non-progressive tuberculosis is produced by the 
human or avian types. 


tion. 


The cow may be given 


a local abscess by inoculation with the human 
type of bacilli and also may be experimentally 
infected with avian tuberculosis. These lesions 
are retrogressive. Human and avian bacilli have 
been isolated from the mesenteric nodes in nat- 
ural infection in cattle. The chronic progressive 
tuberculosis seen in nature in cattle is always 
bovine. The rabbit may be given local retro- 
gressive lesions with the human type; progres- 
sive fatal tuberculosis with the bovine type; and 
joint, testicular and areolar tissue tuberculosis 
with the avian type. The avian type is consid- 
ered to be midway in virulence between the 
bovine and human types. Natural tuberculosis 
in rabbits is either bovine or avian. Swine are 
infected in nature with all three types, the human 
giving discrete local tubercles in the submaxillary 
glands, the bovine giving severe local and gen- 
eralized fatal tuberculosis, while the avian gives 
local infections in the submaxillary and mesen- 
teric glands which occasionally become general- 
ized. The goat is more resistant to the human 
type than the rabbit. Calmette and Guérin have 
succeeded in infecting the teat of a lactating goat 
with the human type, but this is only a local 
lesion and retrogressive. The disease in nature 
is always bovine although Jough, Steriopolu and 
Bang and also Calmette and Guérin have suc- 
ceeded in infecting young goats with the avian 
type. The natural infection in sheep which has 
been studied has been about equally divided be- 
tween the bovine and avian types. A. Stanley 
Griffith has reported that “there are no authenti- 
cated instances of natural infection in domestic 
fowls either with human or bovine bacilli.”* The 
type of infection is uniformly avian." ® 


The parrot is highly susceptible to both avian 
(according to Calmette’) and bovine (according 
to F. Griffith®) tuberculosis. Griffith believes avi- 
an the least virulent of all three types of tuber- 
culosis found in this bird. Authentic cases of 
parrots developing the human type, particularly 
on the skin, but going on to generalized disease, 
have been noted.’ We took cloacal temperatures 
on four different species of parrots at the local 
Zoological Gardens. There was a variation from 
101.8° to 104.6° F. Only one temperature per 
bird was taken. Considering the number of spe- 
cies and the apparent marked variation in species 
temperature, it is not surprising that investiga- 
tors have had conflicting results and that all three 
types of disease may be fatal. Due to the few 
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temperatures on only a few species of parrots, we 
did not include this type of animal in the follow- 
ing diagram. 





TEMPERATURE RANGE IN DOMESTIC ANIMALS 
COMPARED WITH 
TYPES OF TUBERCULOUS INFECTION 
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These facts are summarized in the diagram. 
It is noticeable that progressive disease is pro- 
duced by different types of tubercle bacilli, ac- 
cording to the temperature range of the animals. 
For example, in the fowl, the avian type is the 
only one that causes disease. Lesions may be 
produced by several types of tubercle bacilli in 
animals of relatively lower temperature. For ex- 
ample, in cold blooded animals the mammalian and 
avian types of bacilli may live but never produce 
progressive disease. Progressive disease is pro- 
duced only by the cold blooded animal types of 
bacilli. It is surprising that a biological phenome- 


[August, 1933] 


non, such as disease, due to various types of 
Koch’s bacilli, in domesticated animals, can be 
plotted so accurately against a numerical ascen- 
sion, such as the normal temperature of the vari- 
ous animals studied. 

Applying this graph to man, one wonders 
whether a therapy based on hyperpyrexia may 
not produce conditions which are unfavorable 
for the growth of the human type of tubercle 
bacilli. 


Conclusion.—There is definite correlation be- 
tween the normal body temperature of domestic 
animals and the type of tubercle bacilli which 
produce progressive disease in them. 
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SIMPLIFIED OLEOTHORAX* 


ALEXANDER JosewicH, M.D. 
Minneapolis 


LTHOUGH the practice of introducing large 

amounts of oil into the thorax has been 
carried on for a decade, there remains today con- 
siderable discussion as to the value of this pro- 
cedure. That the principles and technic of oleo- 
thorax still require thorough inquiry is apparent 
to those who analyze the literature and investi- 
gate in the clinic and laboratory. It is evident 
that some of the basic orthodox ideas which seem 


*From the Veterans’ Administration, Minneapolis, Minnesota. 


to have been established and irrefutable need 
complete revision. 


The induction of oleothorax involves the injec- 
tion of certain oils, singly or in combination, into 
the pleural cavity for the purpose of utilizing 
the mechanical and disinfecting properties of the 
media selected. Although Bernou is credited 
with the introduction of oleothorax on a com- 
paratively large scale in 1922, it must be remem- 
bered that the possibilities and advantages of 
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such procedure were considered many years pre- 
viously. 

Woodcock referred to experiments made by 
Lloyd, Coplans and others in 1913 and previous- 
ly, relative to the absorption of paraffin by the 
peritoneum and pleura. During this year Wood- 
cock reported upon the subject of paraffin injec- 
tions into the pleural cavity before the Interna- 
tional Congress of Medicine in London. This 
author refers to the encouragement given by 
Saugman. 

However, it must be admitted that new im- 
petus and considerable thought have been added 
to the subject by the labors of Bernou and his 
The history of the development of 
oleothorax is one which introduces the names 
of many scientific investigators such as Bernou, 
Kuss, Rist, Recklinghausen, and Weil. 

In connection with the history of oleothorax it 
is interesting to note that from time to time vari- 
ous chemical, bacteriological and pathological 
studies have been made for the purpose of de- 
veloping the proper conception of this particular 
method of treatment. Such studies are constant- 
ly being carried out in various institutions and 
clinics and have led to more critical analysis than 
one would surmise in reading the more or less 
generally favorable literature. 

The fact that certain institutions possessing 
high class clinical and laboratory facilities have 
found it necessary to pause to take stock in their 
enthusiasm, is significant. One occasionally 
reads an instructive article such as that of 
Dumarest which emphasizes the need of a recon- 
sideration of all phases of the subject. 

The author hopes in this article to stimulate 
constructive thought by reviewing the older ideas, 
as well as by proposing some new factors relative 
to oleothorax. 


associates. 


PHARMACOLOGY 


There are so many oils and combinations of 
oils and other substances in use today that it 
would be difficult to make a detailed review of 
their medical properties and physical character- 
istics without exhausting the patience of the 


reader. Despite the fact that gomenol has been 
used not only for oleothorax but for many other 
conditions, it is rather striking that the average 
physician is quite unaware of the composition 
and properties of this oil. The Council on Phar- 
macy and Chemistry of the American Medical 
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Association has not published any report con- 
cerning gomenol, but discussions of the composi- 
tion of this oil were published in the Journal of 
the American Medical Association, April 4, 1914, 
and again in abstract, October 28, 1924. The 
description of various basic oils used, such as 
mineral, cottonseed, and olive oil, is included in 
a number of articles which are readily available. 
Some have denied the value of oil and have 
selected other media, such as gelatin. Many 
different chemical solutions have been used for 
irrigation of, or installation into, tuberculous 
chest cavities. Although each solution has its 
champions, not one has as yet produced such uni- 
formly good results as to induce the profession 
to accept it as the best. 

That one should investigate thoroughly the 
pharmacology of the agents employed is readily 
apparent in view of the differences in viscosity, 
solubility, or miscibility with water or body 
fluids, physiologic and chemical effects, local irri- 
tation and tendency to toxic disturbances. The 
study of the pharmacology of the oils bears upon 
the question of their introduction into the pleural 
cavity, miscibility with effusion and removal. 
There is, of course, also the advisability of in- 
quiring into the matter of deterioration. There 
are definite advantages and disadvantages which 
must be weighed, and these can only be truly 
evaluated through a clear understanding of the 
various properties which characterize each me- 
dium and combination of media. 


With reference to the essential oils and their 
disinfectant properties, it may be said that the 
determining factors are the nature and propor- 
tion of the active constituents. The essential oils 
are antiseptics rather than germicides and in dilu- 
tions the germicidal effect is considerably less 
than ordinarily claimed. The presence of pus 
or other protein-containing substances usually 
causes a great reduction in the germicidal activity 
of most substances. The value of certain anti- 
septics such as eucalyptus, creosotes, gomenol, 
and turpentines as pulmonary antiseptics has 
been greatly exaggerated. 

For practical purposes we may consider three 
closely related oils or groups of oils from among 
the large number in existence. First, oil of euca- 
lyptus, which is known to all of us, is obtained 
from dried leaves of Eucalyptus globulus (Fam- 
ily, Myrtacee). This contains pinene, terpineol, 
and cineol or eucalyptol (about 70 per cent). 
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Oil of eucalptus is dextrogyrate. Second, oil of 
cajaput is a volatile oil obtained by distillation of 
fresh leaves and twigs of several varieties of 
Melaleuca leucadendron (Linne, Myrtacee). 
The chief constituent is cineol (about 67 per 
cent). Third, Gomenol or Niaouli oil is a volatile 
oil obtained from leaves of Melaleuca viridiflora. 
This has as its chief constituent, cineol (66 per 
cent). It is dextrogyrate. This oil is obtained 
largely in the region of Gomen, New Caledonia, 
which is a French possession. It has long been 
recommended for the chronic catarrhs of pul- 
monary mucous membranes. 

This brief reference to the composition of the 
three oils indicates their close relationship. The 
writer has made careful observations of the prop- 
erties of these oils and wishes to acknowledge 
with thanks the assistance given him in his study 
by the Department of Pharmacy of the Univer- 
sity of Minnesota. 

It appears that mineral oil of especially good 
quality is from every standpoint the most suit- 
able for the production of oleothorax. For 
various reasons, the writer has discarded 
gomenol and has employed oil of cajaput. In 
some cases antiseptic dyes have been added when 
they were thought necessary. 

It has become apparent through certain investi- 
gations that there are positive disadvantages to 
the preparations now in use. This has led some 
to discard the method entirely or to use non-oily 
substances. With all these facts in mind, the 
writer has looked into the prolific field of colloid 
chemistry to assist in producing a preparation 
which would offset some, if not all, of the objec- 
tions raised against the physical properties of the 
oils generally employed today. After consider- 
able experimentation, a preparation has been ob- 
tained which possesses desirable properties. It 
may be injected through needles of the smallest 
caliber. It is readily miscible with effusions and 
is readily removable at any time as it does not 
cake. There is little likelihood of injecting too 
great a quantity of material under too great a 
pressure which in the past has been one of the 
causes of perforations. The colloid preparation 
is less irritant and less toxic, and when mixed 
with pleural effusions dilutes the substances irri- 
tating to the pleural surfaces, instead of forming 
layers in the pleural cavity. 


SOME BIOLOGIC AND PHYSICAL FACTORS 


There is considerable uncertainty at present in 


[August, 19.3] 


the contemplatation of the numerous biologic and 
physical factors which are involved in the criti-al 
analysis of the whole field of oil therapy. One 
must think of the nature and amount of effu- 
sion, advantages and disadvantages of a persis- 
tent air pocket, the possible changes in perme- 
ability of the pleural membrane under normal 
and altered conditions, the state of the pleura, 
and the altered condition produced by the intro- 
duction of a foreign body within the pleural cay- 
ity, as well as other important minutiz. 

Too much attention has been paid to the char- 
acter of the pleural fluid, while on various and 
frequent occasions the condition of the pleura is 
ignored. There are those who maintain that the 
oil, e.g., gomenol, is decidedly antiseptic or dis- 
infectant. It is claimed on the one hand that this 
“non-irritant oil which has an antiseptic action 
on the pleural membrane” is attracting interest. 
On the other hand, we have the statement by 
Chandler and Gloyne that “no marked bacteri- 
cidal quality against tubercle bacilli can be 
ascribed to gomenol or lipiodol.” In one case 
the writer was able to obtain tubercle bacilli in 
culture and animal inoculation after constant 
contact of the “antiseptic oil” within the chest 
of the patient over a period of several weeks. 

It is probable that the statement of Ross and 
Tulloch in Dundee is fairly representative that 
“oil, injected into the pleural cavity, will have 
an inhibitory effect on the tubercle bacillus.” 

Wells and Long, citing Fontes, believe the 
bacilli absorb the fat particles which form an 
isolating envelope, thereby insulating the bacilli 
from the nutritive medium. This is only a 
feeble and relative possibility inasmuch as thick 
layers of oil in vitro will not deprive the organ- 
ism of nutrition entirely or even to a noticeable 
degree. One must be cautious in evaluating the 
claims of exponents or producers of various 
agents. In this connection, reference is made to 
an article in the Journal of the American Medical 
Association (April, 1914) quoting the advertising 
circular describing gomenol in which the state- 
ment is made, “the least trace of gomenol pre- 
vents the growth in vitro of the streptococcus, 
the tuberculosis bacillus and the gonococcus.” 

More important than the disinfectant action 
of the oil is the production of a thick and less 
permeable pleura which inhibits or delays the ab- 
sorption of bacillary toxins and serves to hasten 
the development of fibrosis in or about the pleura 
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which, in all events, involves the feeder of the 
pleural pocket, i.e., pleura and subpleural tissues 
on the one hand, and the patient’s somatic sys- 
tem on the other. Pinner and Moerke have re- 
marked that, “in patients under pneumothorax 
treatment for pulmonary tuberculosis and with 
pleural effusions, a marked decrease of pleural 
permeability is shown by actual experiments and 
must be assumed to exist from the results of 
chemical studies of the blood and the pleural 
effusion.” 

One is impressed in necropsy and laboratory 
observations with the bizarre formations in the 
pleura resulting from the contact of the oil with 
the pleura. Aromatized oil, even in compara- 
tively weak solutions, is decidedly irritant to the 
healthy pleura, as has been noted by the writer 
in his laboratory animals. 

Clerc remarks that “a massive intrapleural in- 
jection of gomenol oil provokes a severe pleural 
reaction in the healthy rabbit.” 

Occasionally, one observes definite inflamma- 
tory reactions manifested by severe pain follow- 
ing injection of oil. It is to be remembered that 
irritant effect may be produced by moderate in- 
jections as well as large ones. It is also to be 


borne in mind that a subsequent injection may 
provoke a reaction, whereas the first has been 
innocuous. 


There is much to be learned concerning the 
permeability of the pleura before and after oil 
treatment. It is likely that much of the benefit 
derived from oleothorax depends upon the posi- 
tive changes in the pleural surfaces, viz., fibrosis 
and other cellular changes. 

Closely allied to the various biologic factors 
involved, and of utmost clinical significance, is 
the question of oil pressure within the pleural 
cavity. Although various methods have been de- 
vised to gauge this pressure, it is apparent to 
the observer that there are marked limitations to 
the employment of manometers in the estimation 
of the effect of a given pressure upon the dis- 
eased tissue. This is one of the factors which 
has led the writer to the development of the sim- 
plified technic, a point which will be discussed 
under the heading of technic. 

It suffices at this juncture to repeat the words 
of Morin and Bouesse, i.e., “Forcing oleothorax is 
flying in the face of disaster and abusing a 
method which, properly carried out, is excellent.” 
It is to be remembered that inflammatory reac- 


515 


tions produced at any time in the course of oleo- 
thorax may provoke the formation of exudates 
which lead to added and dangerous pressures 
such as no previous manometric reading can 
foretell. This has led the writer to the proce- 
dure of allowing a considerable pocket of air to 
remain as a buffer and regulator of fluid ex- 
change, as opposed to the usual recommendation 
of meticulous removal of the last trace of air. 


INDICATIONS AND CONTRAINDICATIONS 


The literature contains many detailed descrip- 
tions of past and present conceptions of indica- 
tions and contraindications for oleothorax treat- 
ment, but there still remains considerable con- 
fusion in the minds of many after a critical study 
of various declarations. Labesse and Marie trace 
the changing ideas concerning the application of 
oleothorax. In a recent book, “Ergebnisse der 
Gesamten Tuberkuloseforschung,” oleothorax is 
dealt with—the historical and theoretical aspects, 
and the indications and contraindications for 
oleothorax, as well as the technic. 

The indications as generally accepted at the 
present time may be summarized in a variety of 
ways. It is apparent that there are but a few 
cardinal indications which are not subject to con- 
siderable discussion and limitation. The sum 
total of these indications may be considered to 
be properly grouped under two main heads: 
(1) chemical, for the purpose of disinfection; 
and (2) mechanical, for the purpose of com- 
pression. The disinfection of pleuritic effusions 
in the course of pneumothorax treatment is ex- 
tremely important. However, the possibility of 
such action is of necessity, at times, relatively 
slight. There are those who advocate oleothorax 
as a preventative against progressive adhesions 
and to collapse large rigid walled cavities, or to 
produce compression in cases unsuitable for con- 
tinuation of pneumothorax. 

One would hope after a decade of experiments 
in this much discussed procedure that a fairly 
uniform agreement could be reached with refer- 
ence to indications. We find, for example, Pis- 
savy, Chabrun, and Breger have abandoned 
gomenol as they found that it failed to prevent 
pleural synthesis in cases of pneumothorax exu- 
date, although it aided absorption of exudates. 

Curti has concluded that, “Gomenol oil does 
not seem to have any markedly antiseptic action 
on the tubercle bacillus.” 
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Maendl advises the use of oleothorax as a sub- 
stitute for artificial pneumothorax when frequent 
refills cannot be given. He is not alone in this 
recommendation. There are definite arguments 
against this type of indication which might at 
once place it in the category of contraindications. 

Cesar Sillig and Milton Lang advise the em- 
ployment of oleothorax in serous pleurisy which 
does not clear up. There are few who would 
recommend such interference without more posi- 
tive indication of important disturbance caused 
by such effusions. 

Gobel maintains that there is only one indica- 
tion for treatment by means of oleothorax, name- 
ly, the early formation of adhesions during pneu- 
mothorax treatment. There are those, on the 
other hand, who would not attempt the use of 
oleothorax in the event of obliteration or threat- 
ened obliteration of a pneumothorax pocket. 


Burnand has utilized successfully the injections 
of oil in cases of suppuration of the pleural cav- 
ity remaining after thoracoplasty. 

There is quite general agreement that oleo- 
thorax is useful in the treatment of purulent 
tuberculous effusions complicating artificial pneu- 
mothorax, and this may be said to be a very def- 
inite indication for the exhibition of oleothorax 
either as a useful measure preliminary to thora- 
coplasty, or as a more permaneni procedure in 
those patients having disease in the opposite lung, 
suffering from toxemia or serious complications, 
or otherwise not suited for surgical intervention, 
or more definitely in cases in which progressive 
improvement occurs under continued trial oleo- 
thorax treatment. 

As one peruses the literature, it is obvious that 
the indications are quite as fluid as the medium 
employed. Such a state should not be so dis- 
tressing to the casual observer as there has been 
similar uncertainty during various periods con- 
cerning the proper application of artificial pneu- 
mothorax. Just as we have learned that as a 
general proposition relatively small instillations 
of air under pressures lower than formerly used 
are preferable, so must we necessarily come to 
the inevitable conclusion that our indications and 
technic of oleothorax require reconsideration and 
revision from time to time. The indications as 
laid down by those most familiar with the use 
of oil must serve as guides and not as absolute 
postulates. 

Just as important as indications for exhibition 
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of oleothorax are the contraindications. When 
one is vexed by a serious situation and looks for 
assistance, he is apt to resort to the most promis- 
ing aid without considering the possibilities for 
harm. It is often mentioned that a contraindica- 
tion is the presence of pleuropulmonary fistula 
with a large opening. The word “large” is pure- 
ly relative and certainly one is in doubt as to the 
presence or absence of a “persistent valve.” The 
second contraindication, which is logical, is the 
presence of a serofibrinous exudate complicating 
artificial pneumothorax, as we are all aware of 
the tendency of these exudates to absorb spon- 
taneously or to remain harmless for long periods 
of time. The presence of living and multiplying 
tubercle bacilli in this fluid occasionally disturbs 
the mental equilibrium of the operator, but he 
must be guided in this event by more pressing 
developments. 

The substitution of oleothorax for pneumo- 
thorax as suggested by various writers is for the 
present to-be mentioned only to be condemned. 
Curti has concluded “that the use of oleothorax 
to prevent the discomfort of refills is too risky 
to deserve consideration.” The tendency to stress 
commercial and economic features in the treat- 
ment of tuberculous individuals to the extent of 
introducing great risks and actual danger is a 
practice which should not be countenanced. The 
inability of maintaining collapse on account of 
too rapid absorption of gas carries with it the 
connotation that some underlying pathology, e.., 
unsuspected pleuropulmonary perforation other 
than abnormal permeability of pleural tissue 
exists. If one will persevere, sufficient thicken- 
ing of the pleura will occur in the majority of 
cases so that satisfactory collapse by air can take 
place. 


It is exceedingly important to bear in mind the 
indications and contraindications, for by so doing 
it will be possible for the tuberculosis worker 
who will consider comparatively few cases for 
treatment to settle the problem in a satisfactory 


manner. It is to be borne in mind that many, 
perhaps the majority of tuberculosis workers, are 
carrying forth their efforts under little or no im- 
mediate supervision. They must of necessity be 
guided by the information obtained from litera- 
ture and from their instinctive desire to do good 
work. 

In connection with the question of indication 
and contraindication, it is the desire of the writer 
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to emphasize the fact that oleothorax must not 
be considered as a substitute for other forms of 
collapse therapy. The indications and contra- 
indications, as applied to other forms of surgical 
collapse, must be weighed in a proper balance. 
There are several significant facts which are not, 
ta. my knowledge, definitely set forth in the ex- 
tensive literature bearing upon the employment 
of oleothorax. There are, for example, those 
patients whom we ordinarily treat expectantly or 
not at all energetically, owing to excessive dis- 
ease in the contralateral lung, to serious compli- 
cations, or to unfavorable general conditions such 
as toxemia. Again, there are those cases in which 
we recommend active surgical intervention, only 
to find our recommendation rejected by the pa- 
tient. There are certain patients in whom we 
may properly attempt the use of oleothorax in the 
hope that along with local and general improve- 
ment preparatory to surgical procedure, coinci- 
dent improvement may occur within the chest, 
either leading to a much more favorable condi- 
tion for surgery or entirely obviating the neces- 
sity of radical surgery. (See case of F. T. illus- 
trated below.) Certainly in some cases, oleo- 
thorax may be justified as a guide during the 
period of watchful waiting in anticipation of sur- 
gery when it is not certain whether or not a 
serious complication capable of eliminating sur- 
gery is present. 


ACCIDENTS AND COMPLICATIONS 


Just as in other forms of compression therapy, 
so here have we the possibility for harm. As 
it has been shown above, that oil in any form is 
irritating, particularly to a healthy pleura, such 
effect must be reckoned with at the outset. 
Where the disease processes have led to the de- 
velopment of thickening of the pleura, there is 
less danger of irritation by oil. Irritation may 
be manifested only by pain or by further forma- 
tion of pleural exudates. There may be, how- 
ever, a constitutional reaction manifested by 
malaise and fever. Without any outward or sys- 
temic evidence of reaction there may be a collec- 
tion of exudate. 

Needle puncture sinuses form occasionally and 
are rather annoying. These are avoided in a 
large measure by removing the last drops of oil 
from the needle by means of water or novocaine 
and also by the use of several drops of tincture 
of iodine as the needle is withdrawn from the 
chest wall. The use of colloid solutions will re- 
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move this possibility in the majority of cases as 
one can use a needle of small caliber. Occa- 
sionally the oil, by reason of its bulk and weight, 
forces its way through the needle tract ; such oc- 
currence is to be expected in indirect proportion 
to the gauge of the needle. 

One of the most feared and troublesome devel- 
opments is the occurrence of a pulmonary or 
pleural tear. These may be caused either by a 
puncture of structure or by undue pressure from 
within or without. One must also consider the 
remote possibility of an oil embolism. 

One must bear in mind that occasionally it is 
necessary or advisable to remove the oil. This 
evacuation is frequently a matter of difficulty 
and, as a matter of fact, has been one of the 
reasons for the desire to eliminate the use of oil. 
Here again, the colloid preparation demonstrates 
its superiority because of the ease of removal. 


TECHNIC 


It is obvious that the complicated descriptions 
of apparatus and technic, so often specious and 
impractical, have served only to lessen interest 
and impede progress in this type of therapy. One 
experiences uneasiness in adding still another 
method as he is never quite certain that he voices 
any sentiment but his own. However, the exist- 
ence of these more or less untenable methods 
makes it imperative that there be developed a 
simplified technic, useful to the average therapist 
and available in every community. As one com- 
pares the various methods with a simplified .one, 
he may quite readily observe the practicability 
and feasibility of the technic proposed and used 
by the writer. 

Inasmuch as oleothorax therapy presupposes 
greater judgment and skill than is necessary in 
pneumothorax treatment, it is of greatest impor- 
tance to make careful selection of patients. One 
must bear in mind all the indications and contra- 
indications. He must not promise too much, as 
he is usually dealing with a condition which has 
already assumed a more or less serious aspect. 
Munro has said, “The outlook for the advanced 
case of tuberculosis is so hopeless that the pa- 
tient’s gratification at knowing that some treat- 
ment is being attempted seems to justify such 
liberties with oleothorax.” The entire situation 
must be explained to the prospective recipient. 

Having selected the patient, we proceed to the 
introduction of the oil. Much is said about the 
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relative advantage of the certain types and de- 
scriptions of oil. The experience and studies of 
the writer lead to the conclusion that mineral oil 
of best quality should be employed. One may 
have a choice of aromatic oils or antiseptics to 
be added to the mineral oil. The writer uses oil 
of cajaput, U.S.P. 10, rectified, which is water- 
white. It is well to incorporate, as necessary in 
. proper amount, various dyes or antiseptics such 
as acriflavine, carmine, methylene blue, meta- 
phen, rivanol, iodipin, or others, to assist in early 
detection of pleuro-pumonary perforations or to 
add antiseptic properties to the solution. 

The outstanding change in technic, and one 
which the writer believes may lead to better re- 
sults, is embodied in his development and use of 
a preparation in colloid form. Clinical and ex- 
perimental use of this colloid preparation has led 
the author to consider that the value of oleo- 
thorax would be greatly enhanced with the more 
or less general adoption of a preparation such as 
he has used, with modifications, if necessary, de- 
veloped after prolonged study. 


Any disinfectant value which may be ascribed 
to the substances employed is based upon the 
proposition that, to be effective, a disinfectant 
must be absorbed by the bacteria. 

It has been said that “colloid chemical factors 
largely control the action of antiseptics.” It is 
possible that, by making more scientific studies 
rather than pursuing the original procedures, we 
may develop a colloid preparation which will ac- 
tually serve as a true antiseptic. The writer has 
found it convenient to prepare suitable quantities 
of colloidal solution, preferably employing a col- 
loid mill. The solutions are prepared in am- 
poules of various sizes. These are easily cleansed 
and warmed to proper temperature before using. 

In view of the fact that any of the injections 
may result in reactions, it is considered advisable 
to inject 1 to 4 cc. of 1 to 5 per cent of the 
essential oil in mineral oil as the initial dose. 
Courcoux and Bidermann maintain that, for what- 
ever purpose the oleothorax is created, it is indis- 
pensable to test the pleural susceptibility by a 
trial injection of a small dose, being very prudent 
in the progression of doses. 

In contrast to the use of the ordinary oil, one 
finds in using the colloid solution that it requires 
little pressure on the plunger and permits the 
use of needles of the smallest caliber. Both of 
these points are very important in technic as the 
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necessity for great pressure favors the produc- 
tion of more or less serious effects. The larger 
the caliber of the needle, the greater the possi- 
bility of sinus formation. 

Subsequent quantities are injected in arith- 
metical progression at intervals of one week or 
longer. In this connection it is well to bear in 
mind, that ordinarily we are not dealing with a 
serious emergency situation, and that haste and 
huge dosage should not be permitted. 

If pus is present, moderate amounts should be 
removed at each treatment. In the course of 
subsequent removal of pus under the usual plan 
of procedure, one finds that the purulent mate- 
rial is present at the lower level, while the oil 
which has maintained its original physical and 
chemical qualities is supernatant. This at once 
impresses one with the futility of antiseptic ac- 
tion excepting through contact at the surface and 
by means of diffusion of aroma which, to the 
tubercle bacillus, may be a source of comfort 
rather than harm. 


According to Bernou, a thin layer of oil above 
a purulent exudate cannot have sufficient contact 
to be very effective and may retain its gomenol 
almost intact. 

One must not be over-enthusiastic about oblit- 
erating the pneumothorax pocket. As a matter 
of fact, the persistence of a small air pocket 
serves as a buffer in the event of increased hy- 
draulic pressure due to production of exudates 
resulting from irritation of pleura by the oil. 
This lessens the possibility of perforation and 
tearing. 

The most reliable means of checking the status 
of the oleothorax is the fluoroscopic control be- 
fore and after injection of oil, as well as in the 
interim. Manometric readings are usually ob- 
tained, but they may be and frequently are mis- 
leading and subject to alarming change within a 
few minutes or hours. 

The writer feels that the simplification of tech- 
nic and the use of colloid materials are two steps 
which may lead the profession to a more general 
acceptance of oleothorax treatment, and to a 
more useful application of the procedure. Neither 
the solution nor the simplified technic is proposed 
as a sine qua non. It is in no spirit of contro- 
versy that the writer has made critical observa- 
tions and comments, but rather with the thought 
that any procedure which has positive merit may 
permit of wider application. This is the pur- 
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pose and the function of the simplified technic. 
CASE ANALYSES 


The writer has derived much information from 


Fig. 1. Case 1. 


the study of the case reports cited by various 
authors. M. Fontaine, in grouping 100 cases of 
oleothorax, refers to five pulmonary perfora- 
tions in the course of treatment. Frisch, report- 
ing four cases, illustrates the uncertainty in tech- 
nic and selection of cases, although his conclu- 
sions are of value. He emphasizes the necessity 
of small doses of gomenol and admits the possi- 
bility of antiseptic effects. Courcoux and Bider- 
mann demonstrate the formation of cold parietal 
abscesses. They cite several interesting cases. 
Daniello and Alexandrov assist us by setting 
forth the complications in a large number of 
cases. They consider that satisfactory results 
have been obtained in a considerable percentage 
of cases. However, they report a high percent- 
age of pleural irritations (74 per cent). Of two 
cases in which pleuro-pulmonary perforations oc- 
‘curred, recovery ensued, which is well to re- 
member, for the possibility of perforation is ever 
present. These authors go on to a most com- 
plex classification of types and characters of 
oleothorax cases which in the end adds little to 
the value of case analyses. 

Gullbring, after experience with fifteen cases, 
finds that acute tuberculous empyema with mixed 


infection is not favorably influenced by gomenol. 
His method is too heroic, inasmuch as in one 
case he employed 2,400 c.c. of oil and also in 
view of his recommendation that thoracoscopy 


Fig. 2. Case 2. 


should be performed. His use of oleothorax, 
combined with phrenicotomy in cases of basal 
cavities, is interesting. 

Gunnar Hellsing refers to the healing of pleuro- 
pulmonary fistule and at the same time the avoid- 
ance of symphysis of the two leaves of the 
pleura. It is difficult to conceive how the oil, 
which retards the formation of adhesions in the 
pleura, can stimulate the healing of pleuro-pul- 
monary fistule. 

Kuss cites cases of pneumothorax with unsat- 
isfactory collapse of lesions, especially cavities, 
most of which are favorably influenced by 
strongly compressive oleothorax. 

Morin and Bouesse emphasize the effectiveness 
of oleothorax in cases in which pneumothorax 
was inefficient in collapsing the lung. They cau- 
tion against the high pressure oleothorax which 
Kuss and Bernou advocate. Their detailed de- 
scription of observations in two cases is interest- 
ing although tedious. 

Bufalini, in recording four illustrative cases, 
maintains that oleothorax has a special value in 
treatment of suppurative processes and if carried 
out cautiously is free from risk and is well tol- 
erated. 
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Max Rosenberg sets forth in his monograph a 
safe guide to the uninitiated, citing seven cases 
in which oleothorax was used. 

J. N. Hayes gives three case histories and em- 


Fig. 3. Case 3. 


phasizes the danger of perforation of lung and 
oil embolism. He concludes that oleothorax, al- 
though a valuable adjunct to pulmonary collapse 
therapy, may be dangerous and requires very 
careful technic. 

O’Reilly concludes that patients who have de- 
rived no profit from section of adhesions may 
obtain benefit from oleothorax. 

The following five illustrative cases under ob- 
servation and treatment by the writer are cited 


to demonstrate particular phases of this type of 
work: 


Case 1—J. A. was treated expectantly for over a 
year and then came under the writer’s care for pneumo- 
thorax treatment. His progress was quite satisfactory 
until January 13, 1930, when spontaneous collapse oc- 
curred with the formation of purulent, tubercle bacillus 
laden fluid. On May 24, 1930, when it appeared that 
the pleuro-pulmonary perforation had probably healed, 
oleothorax was commenced with the hope of preparing 
this patient for thoracoplasty. The patient declined 
surgical interference and continued to do very well 
until January 30, 1932, when a pleuro-pulmonary per- 
foration occurred following too enthusiastic efforts to 
produce a complete blockage. This patient had a re- 
markable chance for a satisfactory recovery, but his 
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refusal to allow thoracoplasty led to the unfavorable 
result. 


Case 2.—Following forcing of pneumothorax duc to 


occurrence of repeated and alarming hemorrhayes, 


Fig. 4. Case 4 


purulent effusion occurred in the case of A. P. At the 
commencement of oleothorax, the patient’s weight was 
112 pounds, and the temperature ranged from 99.6° 
to 103° daily. At the end of two years’ treatment, the 
patient was already symptom-free over one year. 
Sputum had been negative for over a year. The weight 
at the end of two years of treatment was 196 pounds. 
This patient was successfully treated by Dr. H. P. 
Bacon who has been interested with me in the study 
of oleothorax for over three years. 

Case 3—In the case of R. H., symphysis was oc- 
curring, and it appeared that oleothorax was indicated. 
The patient has had a satisfactory result. He has 
gained over forty pounds since the compression treat- 
ment was commenced. 

Case 4.—This patient, G. B., illustrates the futility of 
forcing oleothorax where adhesions are too numerous. 
The treatment was continued because the patient re- 
peatedly declined surgical intervention. The contra- 
lateral lung has become more extensively involved dur- 
ing the prolonged period. 

Case 5.—F. T. offers a remarkable illustration of the 
usefulness of oleothorax in the case in which thora- 
coplasty seemed inevitable. Despite the fact that tu- 
bercle bacilli were found in the fluid after weeks of 
contact and mixture with the oil, complete recovery ap- 
parently is to be expected. The temperature and pulse 
have been normal for over eight months. The patient 
has gained 64 pounds in weight and is symptom-free. 
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CONCLUSIONS 


|. The nature of conditions in which oleo- 
thorax is employed demonstrates that the ideal 
cases are naturally few, and that failure must be 
expected and watched for. 

2. The indications and contraindications for 
oleothorax must be carefully weighed before pro- 
ceeding to the treatment. 

3. Treatment by means of oleothorax re- 
quires greater skill and judgment than treatment 
by pneumothorax. 

4. The tuberculosis worker developing his 
technic should familiarize himself with the litera- 
ture dealing with oleothorax. 

5. One must not rely too firmly upon the anti- 
septic properties ascribed to oils. 

6. It is certain that improvement in results 
will and must be obtained by a change in nature 
of material used, preferably, perhaps, the employ- 
ment of colloid preparations as suggested in this 
paper. 

7. The simpler the technic and the more 
effective the medium used, the more general will 
the confidence become with reference to the pro- 
cedure. 

8. Oleothorax treatment should not be ex- 
pected to supplant surgical procedures which or- 
dinarily offer promise of success. 

9. Oleothorax may be considered in special 
cases as a preliminary step before treatment by 
surgical collapse, and in a small proportion of 
cases may obviate more radical procedures; also, 
it may be employed in special cases in which sur- 
gery is neither desired nor feasible. 


10. Oleothorax, if judiciously applied, is to 
be regarded as a useful aid in the treatment of 
certain complications of pulmonary tuberculosis ; 
and, if carefully followed out, should not be dan- 
gerous to the patient. 


Fig. 5. Case 5. 


11. Continued laboratory investigations are 
necessary to develop thorough knowledge of the 
mechanics, pharmacology, bacteriology, and pa- 
thology involved; ideas and results should be 
pooled and compared. 

12. “Forcing oleothorax is flying in the face 
of disaster and abusing a method which, properly 
carried out, is excellent.” 





ALPHA-LOBELIN ea sae FOR 


The Council on Pharmacy and Chemistry reports that 
\lpha-Lobelin is an alkaloid of Lobelia inflata (dis- 
maeenes from beta-lobelin and lobelidine) marketed 
hy Ernst Bischoff Company, Inc., in the form of the 
hydrochloride i in ampules containing 1/6 grain and 1/20 
grain. The firm presented the product for considera- 
tion of the Council in 1925. The Council adopted a 
report postponing further consideration because of in- 
sufficient evidence of the therapeutic value of the drug. 
In 1927 the Council published a preliminary report on 
Alpha-Lobelin, calling attention to the numerous incom- 
plete, and usually uncritical, clinical reports which have 
appeared. The report also stated that the paper by 
Norris and Weiss represents the most complete and 
critical report, both experimental and clinical, that had 
appeared on the subject. While the report was being 
considered, the Council’s attention was called to the 
sensational newspaper reports of Alpha-Lobelin, and 
the work of Camp was cited as showing that the phar- 


macology of Alpha-Lobelin is closely similar to that 
of nicotine; that an analysis of its action showed that 
it exerts a weak nicotine action throughout the body. 
Ernst Bischoff Company, Inc., requested further con- 
sideration of Alpha-Lobelin in July, 1932, and sub- 
mitted 108 pieces of advertising. Many of these pieces 
of advertising consist mainly of mere repetitions, and 
nearly all of them contain citations from the same 
authors. It has long been known that moderate doses 
of lobelin, like nicotine, stimulate respiration markedly. 
In fact, extraordinarily small doses of nicotine cause 
increased respiration in the frog, but neither nicotine 
nor lobelin has established itself as a respiratory stim- 
ulant in a greater number of cases, in which carbon 
dioxide and oxygen are now employed. In accordance 
with the foregoing discussion and the referee’s recom- 
mendation based thereon, the Council declared Alpha- 
Lobelin unacceptable for New and Non-official Rem- 
edies because it is marketed with unwarranted ther- 
apeutic claims. (Jour. A. M. A., June 17, 1933, p. 
1933.) 





COEXISTENT CHRONIC INFECTIOUS (ATROPHIC) ARTHRITIS 
AND CHOLECYSTITIS: RESULTS OF CHOLECYSTECTOMY* 


E. Starr Jupp, M.D., and Puivie S. Hencu, M.D. 
Rochester, Minnesota 


F the many hypotheses on the etiology of 

chronic atrophic arthritis that of its bac- 
terial production from focal infection, although 
by no means universally accepted, is dominant 
in the United States. It has been accepted at 
The Mayo Clinic as the one which, in the light 
of present knowledge, seems best to explain the 
syndrome we prefer to call chronic infectious ar- 
thritis. There are three variations of the hy- 
pothesis with regard to bacteria. These are that 
arthritis is the reaction of the joint: (1) to 
bacterial metastasis, that organisms, of one or 
more types, breed in foci and from thence me- 
tastasize to distant regions, particularly to the 
joints; (2) to bacterial toxemia, that specific or 
nonspecific bacterial toxins, not actual organisms 
are disseminated to affect the joint, and (3) to 
bacterial allergy, the newer conception that there 
are liberated from foci bacterial products con- 
ducive to a special type of response from hyper- 
sensitive tissues. The considerations in this paper 
are largely based on an acceptance of the first 
premise. 

Years ago, one of us (Judd) had felt that an 
infected gallbladder might be the primary focus 
in certain cases of chronic infectious arthritis; 
this seems particularly plausible when one recalls 
the persistence with which infections remain in 
and about the gallbladder. Cholecystic disease is 
most often caused by infection in the biliary 
tract and, although the infection is generally 
chiefly active about the gallbladder, it is often 
extensive in the biliary ducts, liver tissue and 
pancreas. Once these tissues, especially the gall- 
bladder, become infected they seem to retain the 
infection for a long time. Although the symp- 
toms of cholecystitis usually occur in short at- 
tacks, the underlying infection is probably ac- 
tively resident almost indefinitely. Thus is af- 
forded a likely source of focal infection. 

Striking evidence of the part a diseased gall- 


*Read before the first conference on Rheumatic Diseases, of 
the American Committee for the Control of Rheumatism, New 
Orleans, Louisiana, May 9, 1932. 

+From the Division of Surgery and the Division of Medicine 
of The Mayo Clinic. 


bladder may play as a probable focus of infec- 
tion elsewhere is seen in the association between 
disease in the biliary tract and certain cardiac 
diseases. Recently Judd and Priestley made a 
follow-up study of 385 patients living more than 
twenty years after operation on the biliary tract 
and found that hypertension, arthritis, cardiac 
disease, and apoplexy in the order named were 
their most common complaints at present. It was 
formerly thought that patients with certain car- 
diac diseases coexistent with disease of the gall- 
bladder were not good risks for cholecystectomy. 
In recent years, however, we have learned that 
such cardiac disease is often so definitely bene- 
fited by operations on the biliary tract, that, 
rather than affording a contraindication, it is 
now considered an additional indication for op- 
eration. 


THE GALLBLADDER AS A REPORTED FOCUS 
FOR ARTHRITIS 


The gallbladder seems to have been first in- 
criminated as a possible source of an arthritic 
infection by von Dungern and Schneider, in 
1898, who, at necropsy of a patient who had had 
arthritis deformans, recovered from the gallblad- 
der alone diplococci which produced lesions of 
joints when intra-articular injections were given 
to rabbits. Since then certain clinical and ex- 
perimental evidence indicates that in some cases 
cholecystic disease and disease of the joints may 
be causally related. Now the gallbladder has 
come to be listed almost as a routine as one of 
the possible foci in cases of arthritis. It is not, 
however, one of the more common foci, as a 
study of the relative incidence of infected foci in 
arthritis will demonstrate. Although the gall- 
bladder has been mentioned as an occasional 
focus for disease of joints by Tubby in 1911, 
Billings in 1912, 1913 and 1914, and others, it 
has escaped mention entirely in several large 
series totalling about 1,000 cases of arthritis 
studied prior to 1922, particularly in relation to 
foci (Table I). 
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COEXISTENT ARTHRITIS AND CHOLECYSTITIS—JUDD AND HENCH 


TABLE I. 


THE GALLBLADDER CONSIDERED A FOCUS FOR CHRONIC INFECTIOUS 


ARTHRITIS: COMPARATIVE FREQUENCY TO ORAL FOCI 
(OTHER FOCI NOT INCLUDED) 





Author Cases 


Gallbladder Teeth, per Tonsils, 


cent per cent 








Lindsay, 1908 “172. ~+| Not 


mentioned 





| Pemberton, 1920 400 Not mentioned 33.5 52.0 





" Richards, 1920 Not mentioned 48.0 40.0 





~ Harding, 1921 Not mentioned 35.0 57.0 





Total_ 











~ Billings, 1922 





3 cases (0.8 per cent) 35.0 90.0 





“M utch, 1925 


Several 52.0 34.0 





” Cecil and Archer, 1927 


6 cases (3 per cent) 33.0 61.0 





"Schauffler, 1927 


Large number 

















Small percentage 54.0 31.0 





| Bockoven, 1928 


5 cases (4 per cent) 38.0 21.0 





| 
| 
Pemberton and Pierce, 1927 | 
| 


| The Mayo Clinic, 1930" 


7 cases (5.6 per cent) 











In Billings, Coleman and Hibbs’ review® of 
foci in 386 cases of arthritis there were only 
three cases in which cholecystic disease was con- 
sidered a focus, less than 1 per cent, whereas in- 
fections of teeth and tonsils were present in 35 
and 90 per cent of the cases, respectively. Since 
1922 studies have incriminated the gallbladder in 
about 3 to 5 per cent of cases: thus Bockoven 
found an infected gallbladder in five cases (4 
per cent) of 119 patients with arthritis; Cecil 
and Archer in six of 200 cases (3 per cent) ; 
Mutch** in several of 200, and Pemberton and 
Pierce in a small percentage of 545 cases. Bil- 
lings, Coleman and Hibbs, in 1922, attributed 
chronicity of arthritis, after the removal of pri- 
mary sites of sepsis, to secondary foci beyond 
surgical reach, or in the muscles and joints them- 
selves. They cited cases in which relapses oc- 
curred after complete oral cleansing, and which 
were found to be associated with cholecystitis or 
appendicitis. Cecil and Archer have suggested 
that infectious arthritis is probably referable to 
the gallbladder more frequently than generally is 
supposed, and reported “two cases in which the 
focus of infection was undoubtedly the gallblad- 
der. A good many cases of infectious arthritis 
occurring in middle-aged women without de- 
monstrable foci are probably. referable to in- 
fected gallbladders.” To this, Schauffler, among 
others, agreed, being “forced to the conclusion 
that quiet pathologic gallbladders are not infre- 


quently the secondary focus of an arthritis.” The 
accuracy of his diagnostic criteria is open to some 
debate, however, as they are apparently based 
largely, if not entirely, on roentgen rays. “In the 
infectious group,” he wrote, “in a surprising 
number without any distinct symptoms of gall- 
bladder disease, gallbladder visualization showed 
a pathologic condition. Either the gallbladder did 
not fill with the dye, or more commonly, it filled 
slowly, and then failed to empty in any reason- 
ably normal length of time.” Evans has recently 
reported a case of gallstones as a cause of mul- 
tiple arthritis and of carcinoma of the gallblad- 
der, in which pains in the joints ceased entirely, 
and motion was restored after cholecystectomy. 
The patient, however, soon died of cachexia. 
Wilkie believes that the gallbladder is frequently 
the seat of chronic streptococcal infection and 
has reported in detail one of a number of cases 
of “rheumatoid joint conditions” in which there 
was lasting improvement after cholecystectomy. 
In Crowe’s opinion, the teeth, appendix and gall- 
bladder are the commonest sources of infection 
of chronic rheumatic disease. 

Special training seems to play at least some 
part in assigning to the gallbladder importance as 
a focus of infection, for it is more often con- 
demned by those interested in diseases of the 
intestine than by those more concerned with 
other organs. The former less frequently neglect 
a consideration of the gallbladder and can right- 
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ly be expected to diagnose its diseases earlier. 

Many believe that foci in the intestinal tract 
exist less often in a culdesac (gallbladder, ap- 
pendix, diverticulum) than as a diffuse infection 
or toxemia of the lower part of the bowel and 
to be enterogenous from infected food, or food 
contaminated by bacteria from oral foci, rather 
than hematogenous in origin.*® 1% 2%, 24 3% 47, 48 
Such secondary infection of the intestine or its 
appendages, it is argued, usually arises from a 
depreciation or loss of the normal bactericidal 
barrier provided by gastric acids. According to 
these investigators, the constant swallowing of 
septic organisms which maintain their viability 
because of absence or reduction of gastric acid 
permits widespread diffuse secondary invasion 
into the lower intestinal zone. 

The liver is thought to share this insult: in- 
deed, an hypothesis*t has been advanced that 
chronic arthritis is due to primary, not secondary 
hepatic insufficiency ; a failure on the part of the 
liver adequately to detoxify intestinal putrefac- 
tive substances. Gilbert, Fournier and Lere- 
boullet have called attention to “chronic biliary 
rheumatism,” Freund to “arthritis posticterica,” 
and Weissenbach, Glenard and Francon to 
“Rheumatismes chroniques dorigine hepato- 
biliare.” However, this is but speculation, for 
tests of hepatic function so far have given little 
if any tangible help*’ ** and if the function is 
altered, Willcox believes it is probably due to a 
metabolic disturbance secondary to an extraneous 
cause, an infection or toxemia primarily outside 
of the liver.*7 Certainly in our hands search for 
diffuse intestinal infection has been unproductive. 

Cowie and Pemberton’ believe that biliary 
drainage by the Meltzer-Lyon method is of 
therapeutic as well as of diagnostic worth in 
cases of arthritis with indefinite but suggestive 
symptoms of cholecystitis, or with abnormal 
cholecystograms. Both have reported on patients 
whose joints seemed to have been definitely bene- 
fited thereby. 


POSSIBLE RELATIONSHIPS BETWEEN INFECTIONS 
IN GALLBLADDER AND JOINTS 


The mere coexistence of cholecystitis and ar- 
thritis does not, of course, prove any specific 
causal or bacteriologic condition. Such coexist- 
ing lesions may have four possible relationships, 
two indirect and two direct. They may be asso- 
ciated indirectly by mere coincidence, yet the 
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lesion of the gallbladder may lower the patient’s 
resistance sufficiently to prevent an adequate de- 
fense against an otherwise unrelated disease of 
the joint or when both arise from a common pri- 
mary focus and neither is the cause of the other. 
They may be associated directly when the infec- 
tion of the gallbladder acts as a focus for infec- 
tion of the joint, or when germs from a pre- 
existing infection of the joint become dissemi- 
nated to invade, among other areas, the biliary 
tract. 

There is no way of knowing exactly the mode 
and sequence of progression of infection. The 
relative time for appearance of symptoms may 
be helpful or deceiving. That the symptoms of 
cholecystitis arose before those of arthritis or 
vice versa does not prove that the first caused 
the second. One might argue that the two were 
entirely coincidental, that in about 3 to 5 per 
cent of any group of chronic invalids averaging 
forty-seven years of age, cholecystitis entirely 
unrelated might arise. Although we do not know 
the incidence of cholecystitis among patients 
clinically ill with various unrelated infections, 
we do know that the morbidity from cholecystitis 
in a general population is far lower than 5 per 
cent. According to the Hagerstown survey, the 
annual rate is only 1.8 per 1,000 for both sexes 
(0.4 per 1,000 for males, 3.3 per 1,000 for fe- 
males), an incidence of less than 0.2 per cent. 
Even though coincidental, cholecystitis might act 
as the predisposing cause of a chronic arthritis 
of quite different bacterial origin. 

Infection of the gallbladder or joints might at 
different times arise from a common primary 
focus elsewhere. The work of Rosenow, Billings 
and their associates has demonstrated that bac- 
teria from oral foci may disseminate both to 
joints and gallbladder. Thus cholecystitis may be 
a congener rather than a progenitor of arthritis. 
The infection of the gallbladder, in other words, 
is the “brother,” not the “father,” of the lesion 
in the joint. The studies of these authors on the 
elective localization of bacteria, particularly 
streptococci, have shown that germs in infected 
foci have in general monotropic characteristics, 
and tend to invade some favorite site rather than 
to localize indiscriminately. Thus organisms 
from foci of patients with arthritis, when in- 
jected into animals, generally produce lesions in 
the joints, whereas those from patients with 
cholecystitis tend to produce lesions of the gall- 
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TABLE II. ELECTIVE LOCALIZATION OF STREPTOCOCCI 
| Lesions in surviving 
| animals, per cent* 
Disease Investigator Streptococci | Cases Animals 
from foci | , given Joints Gallbladder 
| injection 
| Cholecystitis Rosenow, 1915 Various | 12 41 17.0 80.0 
| Rosenow, 1927 Various a 21 57 0.0 | 65.0 
| Rosenow and co-workers, 1930} Various | 56 177 9.6 | 45.0 
Chronic arthritis | Moench, 1924 Cervix 7 12 | 73 43.0 15.0 
| Meisser, 1925 Teeth =| 75 239 670 | 10 
| Nickel, 1926 Various | 138 328 51.0 | 2.0 
Rosenow, 1927 Various | 17 41 66.0 0.0 
| Nickel, 1930 Prostate | 90 168 | 610 | 20 





*For percentage localization in additional sites see original referemces. 


bladder in animals (Table II). Furthermore, the 
germs recaptured from these experimentally in- 
duced lesions tend to maintain to a certain de- 
gree this property of elective migration through 
additional passage through animals. 

Although this monotropism is highly selective, 
sufficient for the enunciation of the theory of 
elective localization, in some instances a degree of 
polytropism exists. Thus, germs from infected 
oral foci of patients with arthritis, on injection 
into animals, will in spite of preponderant arthro- 
tropism, therein, occasionally also produce chole- 
cystitis (Table II). Conversely, strains from in- 
fected gallbladders of patients, although usually 
highly productive of cholecystic disease among 
animals (80 per cent), will localize in joints in a 
small number (17 per cent).** *° This charac- 
teristic of occasional polytropism likewise is re- 
tained by the strains recaptured from experi- 
mental lesions as well as those originally isolated 
from patients.*® 

In actual experiments, Rosenow found that 
bacteria from oral foci of patients with coex- 
istent arthritis and cholecystitis on injection into 
animals often localized in both joints and gall- 
bladder.** Nakamura found in the infected bile 
of a patient with arthritis, even after cholecystec- 
tomy, organisms capable of spreading either to 
joints or other tissues, including the gallbladder. 

Does it not appear significant that the per- 
centage of incidence of coexisting lesions of 
joints and gallbladders of patients is just about 
the same as the small percentage incidence of 
similar coexistence in experimental lesions? It 


would seem that it is this exception to the rule 
of elective localization, this feature of polytrop- 
ism, that permits the production of lesions in 
gallbladder and joints related clinically and caus- 
ally through a bacterial unity. According to Bil- 
lings,* the infectious microérganisms carried in 
the blood stream from an oral focus may lodge 
in the terminal blood vessels of the joints or of 
the fundus of the gallbladder. In the gallbladder 
the inoculated blood vessel becomes wholly or 
partly occluded by endothelial proliferation and 
leukocytic infiltration, and blood containing the 
bacteria escapes into the wall of the gallbladder. 
Necrosis of the local tissues and rupture of the 
infected material into the gallbladder may occur, 
causing acute or chronic cholecystitis. 

A more direct and closer genetic association 
between two such coexisting lesions may arise 
from the fact that an infection of the gallblad- 
der, although secondary to an oral focus, may in 
turn be a primary focus from which germs are 
disseminated to other tissues. Thus, bacteria 
emigrating from cholecystitis may invade joints 
and be the cause of arthritis. Thus, too, joints 
infected from oral foci can, after these foci are 
removed, still harbor germs capable of spreading 
either to other joints or to other tissues, includ- 
ing the gallbladder. Hence cholecystitis may be 
the “father” of arthritis or the reverse may be 
true. It is Billings’ belief that the latter is leés 
likely to occur than invasion in the opposite di- 
rection, and our experience also suggests that 
arthritis arises from cholecystic infection oftener 
than the reverse. 
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CONCLUSIONS FROM REPORTED EXPERIMENTS 

The tendency to localize electively within a 
limited range (monotropism) is, to cite Billings 
further, “most highly developed in the relatively 
nonvirulent strains isolated from chronic lesions, 
and after animal passage this tendency is less 
highly developed, the lesions occurring over a 
wider range, ‘polytropism.’ Since bacteria which 
have grown in a given tissue acquire greater af- 
finity for this tissue, the likelihood of these bac- 
teria to involve other structures is relatively 
slight; hence the secondary focus, cholecystitis, 
for example, would appear less important as a 
distributor of bacteria, for example, to joints, 
let us add, than the primary focus; if, however, 
the secondary focus happens to be in a joint, of 
which there are many, it may play an important 
role in causing extension to uninvolved joints and 
in preventing recovery.” 

From these various experiments so pertinent 
to our consideration, it is obvious that any one 
of several generic relationships may exist among 
infections of the mouth, joints, and gallbladder. 
Although in a given case it may be difficult to 
state which relationship obtains, when no ob- 
vious focus exists other than in an infected gall- 
bladder, a clinical assumption is perhaps justi- 


fied that the cholecystic disease may in reality 


be the cause of arthritis later. Although this 
cannot be determined exactly, we can observe 
the actual results of cholecystectomy in arthritis, 
and we can also carry on experiments to see 
whether organisms isolated from removed gall- 
bladders have acquired polytropism, including 
the tendency to the invasion of joints. 


EXPERIENCE, AND CLINICAL MATERIAL STUDIED 
AT THE MAYO CLINIC 


Our experience coincides with that of others, 
namely, that cholecystitis appears in only a rela- 
tively small percentage of cases of arthritis. In 
a series of 124 cases of chronic infectious 
(atrophic) arthritis in which recent thorough 
examination had been made for foci, undoubted 
lesions in the gallbladder were found in five 
only ; questionable cholecystitis occurred in two 
others, a total incidence of 5.7 per cent. Several 
questions arise: “Has the real focus for the 
arthritis been found?” “Was the poison coming 
from the gallbladder all the time?” “Were pre- 
vious treatments useless?” In spite of a con- 
servative attitude, carefully expressed by the in- 
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ternist and surgeon, the patient is likely to place 
high hopes on the results of removal of the gall- 
bladder. 

To determine how justified such optimism 
might be and to learn how much, if any, relief 
of arthritis might be expected from cholecystec- 
tomy, we have reviewed the cases of chronic in- 
fectious arthritis seen at The Mayo Clinic over 
a period of five years (1925 to 1929 inclusive) 
in which cholecystectomy was done for coexistent 
disease of the gallbladder. These fifty-nine cases 
represent a small percentage of the group of 
10,242 cases of chronic infectious arthritis seen 
at the clinic between these dates.* We have tried 
to establish how frequently a bacteriologic asso- 
ciation existed between the lesions in the joints 
and the gallbladder, and to determine especially 
how often cholecystectomy appreciably altered 
the progressive course of an arthritis. 

Forty-nine of the patients were women, and 
ten were men. The average age was forty-seven 
years, about twelve years older than the average 
age of patients with chronic infectious arthritis. 
The youngest was twenty-seven years ; the oldest, 
sixty-seven. All had come to the clinic with a 
chief complaint of progressive chronic arthritis. 
Practically all had extensive polyarticular in- 
volvement of a moderate to a marked degree of 
activity. Only five patients had arthritis in one 
to three joints. Eighteen patients had a moderate 
form of the disease and forty-one had a severe 
form. The order of frequency of the joints in- 
volved were hands, knees, feet, elbows, shoul- 
ders, lower part of the spinal column or pelvis, 
hips and neck. In only a few were the lower ex- 
tremities alone involved and in such cases there 
was definite redness and swelling, not the com- 
paratively benign picture of “hypertrophic” ar- 
thritis. 

The average duration of the arthritis was 
seven and six-tenths years (shortest, one and a 
half months; longest, thirty years). Roentgeno- 
grams of joints showed periarticular swelling and 
atrophy of bone in eighteen, hypertrophic 
changes with bone atrophy in eleven, destructive 
arthritis in four, and mixed changes in four. As- 
sociated diagnoses were negative except that in 
five cases evidence was sufficient for a preopera- 
tive diagnosis of chronic appendicitis besides 

*These figures do not include any cases of chronic trawmatic, 
or static, gouty, or senescent arthritis, or any of the specific 


infectious forms. Nor does it include any of a large additional 
group diagnosed simply chronie arthritis 
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cholecystitis. The histories revealed typhoid 
fever had occurred in fourteen cases and definite 
tonsillitis had occurred in nineteen. The former 
treatment of this group illustrated the usual vary- 
ing degrees of intensity and haphazard selection. 

As the average weight of patients with chole- 
cystitis is somewhat above normal it may be 
noted that the weight of twenty-five of these 
patients was normal, eighteen were definitely 
underweight, and sixteen were overweight ; all of 
the latter had arthritis not confined to weight- 
bearing joints. 

In each case the preoperative diagnosis of 
cholecystitis was definite enough to afford a clear 
indication for operation, aside from any relief 
from arthritis that might result. This is obvious 
from the following: The average duration of the 
gastro-intestinal symptoms was ten and _ three- 
tenths years (longest, thirty-eight years ; shortest, 
three months). Three patients had not had symp- 
toms, but gallstones were noted in the course of 
roentgen examinations. Forty-one patients had 
had many acute attacks; the remainder less than 
six. Roentgenologic studies were made in forty- 
two cases and indicated cholecystic disease, with 
or without stones in thirty-nine. A normal shad- 
ow, but with stones, was reported in seven cases ; 
disease without stones was reported in twelve, 
and diseases with stones in twenty. In three 
cases, the roentgenograms were negative, but at 
operation definite chronic lesions were found. In 
seventeen cases, roentgenograms were not made, 
the diagnosis resting on clinical grounds. Of 
these, stones were found in ten cases, papillomas 
in two and the pathologist reported chronic 
cholecystitis in five. Gastric analyses were made 
in twenty-three cases; in nine there was a reduc- 
tion or absence of free hydrochloric acid; in five 
there was hyperacidity, and in nine the acids 
were normal. 


CLINICAL RELATIONSHIPS BETWEEN SYMPTOMS 
OF DISEASE OF THE JOINTS AND 
GALLBLADDER 


In twenty-seven cases arthritis had preceded 
symptoms, for which cholecystectomy was per- 
formed, from one to seventeen years (average 
seven years). In these cases the lesions of the 
gallbladder were probably not the cause of the 
lesions of the joints. The infection of the gall- 
bladder may have come from the same source as 


the arthritis, or even from the joints themselves. 
In twenty cases the symptoms of disease of the 
gallbladder antedated the arthritis from one to 
twenty-six years (average eleven and a half 
years). With the reservations herein noted, one 
might assume that the disease of the gallbladder 
might play a part in the production or continua- 
tion of the arthritis. In one case the onset of 
the two conditions was coincidental. Time rela- 
tions were not clear in eight cases, and there 
were no previous symptoms referable to the gall- 
bladder in three. A few cases presented relation- 
ships worthy of special note. In one case in 
which many short attacks of gallstone colic had 
occurred over a period of eleven years arthritis 
developed on the fourth day of a recurrent acute 
gastro-intestinal upset. Two or three months 
prior to examination at the clinic one patient, 
who had had a history of arthritis for seven 
years, began to have acute distress in the upper 
quadrant of the abdomen. Cholecystectomy had 
been performed elsewhere. The wound con- 
tinued to drain, during which time acute exacer- 
bation of the arthritis occurred. Another patient 
had had a history of gallbladder trouble for 
eight years, and arthritis of three months. The 
arthritis came on two months after the gallblad- 
der was drained, leaving a sinus. The arthritis 
of a woman of fifty-four years had its onset with 
transient, painless jaundice at the age of twenty- 
seven years. Five years later she began to have 
symptoms of chronic cholecystic disease. At op- 
eration acute cholecystitis besides a chronic lesion 
with stones was noted. This patient is one of 
those who has been completely relieved of any 
active arthritis since operation. 


PATHOLOGIC AND BACTERIOLOGIC OBSERVATIONS 
AT OPERATION 


The pathologic diagnoses were as follows: 
Chronic cholecystitis in forty-five cases; chronic 
cholecystitis with papillomas in eleven cases; 
acute gangrenous cholecystitis on old chronic 
cholecystitis in two cases, and subacute chole- 
cystitis in one case. In forty of these fifty-nine 
cases gallstones were found. 

Special bacteriologic studies were made of the 
wall of the gallbladder in thirty-one cases, of bile 
in twenty-one cases, and of gallstones in nine 
cases.'* 5% 35 The technic of culture was that 
used by Rosenow, and by Judd, Mentzer and 
Parkhill. When the culture seemed suitable for 
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SPECIAL BACTERIOLOGIC STUDIES IN THIRTY-ONE CASES OF 


CHRONIC INFECTIOUS ARTHRITIS 





Culture irom 


Organisms isolated 


Lesions produced in _ 
Joints | Gallbladder — 


Animal 
inoculation 











Wall of gallbladder None 





3 | Staphylococci 


1 Bacilli 
Total ; 31 | 


Bacilli, staphylococci or mixed 


Streptococcus viridans 


Not done 
Not done 


| = 


6 strains 


0 
0 
4 
+. 
+ 
+ 
0 
0 


+ (slight) 
+(empyema)| 


3 strains 





cooo+ooco4++ 


1 strain 








Bile —_ 16 | None 
2 Bacilli or mixed 


Total 


Streptococcus virdans 





Not done 
Not done 


2 strains 


a 
oe 








Stones ie ; 
Bacilli or mixed 


| Staphylococci 
Total 








' 
Appendix 





Total 


| Streptococcus viridans 








Not done 
Not done 
1 strain 








4 strains 








injection in rabbits, this was done to see how 
often the organisms isolated were capable of 
producing lesions of the joints or gallbladder or 
both. Animal inoculations were not made with 
cultures from twenty of the patients, as the cul- 
tures were sterile, mixed, or otherwise not suit- 
able. Animal inoculations were made with thir- 
teen strains of organisms isolated from the re- 
maining eleven cases (Table IIT). 

Cultures were made from the wall of the gall- 
bladder in thirty-one cases: Ten specimens were 
sterile. Bacilli, staphylococci or mixed cultures 
were found in ten other cases, and these strains 
were not used for experiments on animals. 
Streptococcus viridans was isolated in seven 
cases, staphylococci in three, and Bacillus coli in 
one case. Animals were given injections with 
six of the seven streptococcal strains, the three 
staphylococcal strains and the bacillary strain. 
The presence or absence of lesions of joints and 
the gallbladder in animals is shown in Table III. 

Cultures were made from twenty-one speci- 
mens of bile: Sixteen were sterile; from two, 
bacilli or a mixed culture was obtained, and from 
three, Streptococcus viridans was isolated, two of 
the latter strains being injected into rabbits. 


Cultures were made of stones from nine pa- 
tients: In six cases the cultures were sterile, in 
two bacilli or mixed cultures were obtained, the 
strains not being injected into animals, and in 
one case a pure culture of staphylococci was re- 
covered and used for inoculation of a rabbit. 

Cultures were made from a few additional 
foci. Streptococci were isolated from the tonsils 
in one case and produced lesions of joints but 
did not produce cholecystitis. Cultures were 
made from biliary lymph nodes in two cases; 
streptococci from one did not produce lesions 
either in joints or gallbladder. Cultures were 
made from the appendix in four cases and 
yielded streptococci alone in one case, and strep- 
tococci and bacilli in three cases. These four 
strains of streptococci were isolated and injected 
into animals. Two of them did not produce 
lesions in joints or gallbladder; one produced 
cholecystitis but did not produce arthritis, the 
other produced lesions in both organs. One of 
these four strains from the appendix produced 
lesions also in the duodenum and colon and an- 
other lesion in the stomach. 

Summarizing these bacteriologic studies, it is 
seen that cultures of stones and bile gave fewer 
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ABLE IV. POSITIVE RESULTS FOLLOWING 
INOCULATION OF ANIMALS: THIRTEEN 
STRAINS FROM ELEVEN PATIENTS 





Lesion pro- 
duced in 
Gall- 

bladder 
Yes 


Cultures from 


Gallbladder (streptococcus) 


Joints 
Yes 








Gallstone (staphylococcus) 





Appendix (streptococcus) 





Gallbladder (streptococcus) 





Gallbladder (3 streptococci; 
1 bacillus, 1 staphylococcus) 








Bile (streptococcus) 





__1_|Appendix (streptococcus) 








Yes 








positive results than cultures from emulsions of 
the wall of the gallbladder, as has been the pre- 
vious experience of Rosenow and Judd, Mentzer 
and Parkhill. The results of injections in ani- 
mals followed by positive lesions of joints or gall- 
bladder are enumerated in Table IV. Arthritis 
was produced by injection of bacteria from three 
gallbladders, one stone, and in one case from 
the appendix. Lesions of joints were not pro- 
duced by the injection of two strains of bile, 
seven of ten strains of gallbladders, three of four 
strains of appendixes and a strain from a regional 
biliary lymph node. Cholecystitis was produced 
in animals after injecting bacteria from six gall- 
bladders, two specimens of bile, two appendixes, 
and from one stone. Lesions of the gallbladder 
were not produced by four of ten strains from 
the gallbladder and two of the four strains from 
the appendix. As indicated, some produced 
lesions in both joints and -gallbladders and others 
did not cause lesions in either site. Little ad- 
ditional polytropism was evidenced by the strains 
used from the wall of the gallbladder; small 
hemorrhages in the stomach were found in one 
case. Although many of these diseased gallblad- 
ders did not contain at the time of culture arthro- 
tropic or other bacteria, one cannot be absolutely 
sure that previous infection therein bore no eti- 
ologic relationship to coexistent arthritis. Some 
of the gallbladders were removed in the stage of 
relative inactivity. Previous studies indicate that 
the incidence of positive cultures from gallblad- 
ders bears a definite relationship to the clinical 
activity and pathologic evidence of the infection 
therein. From these results it would seem justi- 
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fiable to conclude that the gallbladders of some 
of these patients, at least, harbored germs which 
could have been the cause of disease of the joints 
as well as of the cholecystitis. 


RESULTS OF CHOLECYSTECTOMY ON ARTHRITIS 


One of the fifty-nine patients, a woman, aged 
fifty-five years, died of postoperative pneumonia. 
Three patients have died since dismissal; one in 
an automobile accident five months later, one of 
pneumonia fifteen months later, and one two 
years later of an unknown cause. A follow-up 
study has been made of the remaining fifty-five 
patients. Forty-six replies have been received. 

In five cases, the arthritis has stopped entirely. 
the patients receiving, as they wrote, “100 per 
cent relief.” Three of them noted that improve- 
ment in the joints began immediately, the other 
two stated that it began three to six months after 
cholecystectomy. All five of these patients had 
suffered marked activity of polyarticular arthritis 
of two and fourteen months and of eleven, nine, 
and twenty-seven years’ duration. In two cases, 
the symptoms from the gallbladder long ante- 
dated the arthritis ; in the other three the arthritis 
antedated symptoms of cholecystitis. In four of 
these five cases no other foci had been removed 
at the clinic; in one case a tooth had been re- 
moved. In four no treatment except an occa- 
sional application of heat had been given since 
dismissal; in one case a tooth had been removed 
since dismissal. 

Eleven patients reported marked or almost 
complete relief of arthritis, the duration of which 
had been two, two, and three months, and three, 
four, four, six, seven, seven, fourteen and twenty 
years. Eight of these had not had other foci 
removed at the clinic. Two of these noted onset 
of the improvement from the time of operation. 
Definite relief was obtained by the others from 
one to six months later. Seven had not been 
treated since operation. One had infected teeth 
removed since dismissal. Four had had occa- 
sional physiotherapy. 

Eight patients reported definite, although mod- 
erate, improvement of the arthritis; one began 
to improve at operation. The others reported a 
delay of from one to six months, four of them 
without any other treatment. Six patients were 
only slightly improved. Nine were not relieved 
but the arthritis did not progress further. The 
arthritis of seven was worse, either by further 
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activity in old sites or progression to new ones. 
The patients who obtained little if any relief 
had had arthritis from four to fifteen years. 


TREATMENT IN ADDITION TO CHOLECYSTECTOMY 


Although these patients had had many foci of 
infection removed prior to their admission, other 
foci besides cholecystitis were found in some 
cases. Treatment of additional foci (removal of 
teeth, tonsils, appendix, or cautery for cervicitis) 
was carried out in thirteen cases. At cholecystec- 
tomy the appendix was removed in twenty-nine 
cases; in twenty-four of these it was removed 
incidentally ; in five, a preoperative diagnosis of 
associated appendicitis was made. The pathologic 
examination of these appendixes showed inflam- 
mation grade 1 in thirteen and grade 2 in four- 
teen, grade 3 in one, and grade 4 in one. In only 
four cases were cultures made for animal ex- 
perimentation. Thirty-eight of the patients were 
advised to have additional foci, chiefly in teeth 
and tonsils, removed at home, but were to post- 
pone removal to see the effect of cholecystec- 
tomy. Of the twenty-four patients improved by 
operation, five have since had such foci removed. 
Four have tried vaccines since dismissal. Eleven 
have occasionally used some form of physical 
therapy, generally home methods. Aside from 
cholecystectomy, therefore, we feel that in the 
few patients who have had any treatment since 
dismissal from the clinic it differed little from 
that tried prior to operation. 

Certain conditions incidental to operation may 
serve to relieve patients with arthritis, but usu- 
ally only temporarily. The anesthetic induces 
general vasodilation of the joints. If there is 
postoperative fever, the benefits of vasodilation 
are prolonged and heat is augmented. Rest in 
bed relieves joints of all trauma and the post- 
operative dietary regulation may provide addi- 
tional benefit. For these reasons some might 
consider the benefit subsequent to cholecystec- 
tomy as the nonspecific effect of any operation. 
On these grounds the reported results of certain 
major surgical procedures for arthritis have been 
frequently minimized. These factors may play a 
part, but their effects are usually rather imme- 
diate and transient. If relief was not noted for 
several months after operation and then only 
after persistent postoperative treatment, we have 
given no credit to the operation. In other cases 
we feel that the alteration in the course of a 
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long chronic and progressive arthritis previously 
unrelieved by treatment of varying duration and 
intensity, should be ascribed largely, if not en- 
tirely, to cholecystectomy. 


CONCLUSIONS 


Cholecystitis is coexistent with chronic infec- 
tious arthritis in a small (about 3 to 6) per- 
centage of cases. In some cases, cholecystitis and 
arthritis bear an indirect relationship, both prob- 
ably arising from some other and primary focus. 
In some cases, the infection of the gallbladder 
may serve as a focus for arthritis. Our investi- 
gations indicate that the gallbladder may harbor 
organisms, generally streptococci, occasionally 
staphylococci or bacilli, which in some cases are 
capable of producing experimental lesions in the 
joints and gallbladders of animals. In other 
cases, bacteria from cholecystitis did not produce 
lesions of joints. They may never have been ar- 
throtropic, or by long habitus therein they may 
have acquired monotropism, losing invasive quali- 
ties for other parts such as joints. 

Results to joints following cholecystectomy for 
chronic infectious arthritis are variable, as illus- 
trated in this series of cases. Of forty-six pa- 
tients heard from, five have had complete relief 
of symptoms, the arthritis becoming entirely in- 
active. The arthritis of eleven patients was 
markedly improved and almost complete relief 
was obtained. Eight patients reported definite, 
although moderate improvement. Thus, 52 per 
cent of patients apparently were definitely, even 
highly, benefited by operation. The joints of the 
remaining twenty-one patients were only slightly 
improved, unchanged, or the arthritis progressed 
unaffected by operation. 

When definite surgical indications for chole- 
cystectomy are present, it is justifiable to urge 
surgical interference in the biliary tract, in the 
hope, and with the partial assurance, that the ar- 
thritis may be benefited. Further experience is 
necessary before one can urge cholecystectomy 
for arthritis when the indications for operation, 
aside from the arthritis, are not definite. A con- 
servative attitude is probably desirable, yet the 
nature of chronic infectious arthritis is so mali- 
cious that a radical attitude in individual in- 
stances may be justified, provided operation is 
advocated and accepted without unwarranted 
promise of benefit. 
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Note: Since this paper was presented a paper by E. F. Hartung 
and Otto Steinbrocker on the relationship of infection of the 
gallbladder to arthritis has appeared (Am. Jour. Med. Sc., 184: 
711-716 (Nov.) 1932). In their series of 200 cases of chronic 
rheumatic diseases the incidence of infection of the gallbladder 
(4.5 per cent) approximates that of ours. They believe that 
the incidence is no higher than in any general group of patients 
admitted_to hospital, and that in none of their cases was 
cholecystitis a definite factor in etiology. However, animal 
experiments were not done, and only one patient had cholecys- 
tectomy. 
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MESENTERIC CYST 
REPORT OF A CASE 


Tuomas GRaTZEK, M.D. 
Saint Paul 


ESENTERIC cysts are comparatively 

rare, and their origin and pathological 
anatomy are not definitely established. About 
300 cases have been reported. 

Benevieni, a Florentine anatomist, reported 
the first case in the sixteenth century, as an ana- 
tomical curiosity. No further study was made 
in reference to the significance of these cysts 
until within the past forty years, when systematic 
clinical studies have been undertaken. Dawd in 
1900, in a very extensive and scholarly paper, 
proposes the following classification of retro- 
peritoneal cysts: (1) embryonic; (2) hydatid; 
(3) cystic malignant diseases. To these Ayer 
later added: (4) cysts arising from the struc- 
tures of the intestinal wall and, (5) cysts of nor- 
mally placed retroperitoneal organs. This clas- 
sification seems practical and includes all cysts 
whether originating retroperitoneally or in the 
serous layer of the mesentery. 


“The cysts described vary in size considerably. 
They have been found the size of an ordinary 
kidney bean and some are enormous, containing 
as much as eight quarts of fluid. Usually spheri- 


cal in shape, they may assume oval, lobulated 
or cylindrical shapes. The walls of the cyst also 
vary from a thin friable sheath to a tough mem- 
brane. The contents are usually a clear, yellow- 
ish, viscid fluid, but may differ should bleeding 
occur within the cyst, or some degenerative pro- 
cess be present. They frequently form extensive 
adhesions to adjoining viscera. The most com- 
mon site of occurrence is in the mesentery of the 
lower part of the ileum. 

Mesenteric cysts occur nearly equally in each 
sex, are present from birth to old age, although 
they are most frequently discovered between the 
ages of eleven and thirty-five. 

Practically symptomless, a mesenteric cyst may 
not be discovered until such time as the increas- 
ing size of the abdomen is noticed, when a sen- 
sation of weight, nausea and vomiting is experi- 
enced, or adhesions or the size of the cyst cause 
partial or complete obstruction by pressure upon 
the intestinal lumen. When this occurs, symp- 
toms and the usual clinical findings of obstruc- 
tion are found. Constipation frequently occurs, 
due to pressure of the cyst upon the wall of the 
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gut. Colicky pains occur, when either partial or 
complete obstruction is caused by impingement 
on the intestinal lumen. Bowel obstruction is by 
far the most important accident which may hap- 
pen during the development of a mesenteric cyst. 
In our case partial obstruction gave rise to symp- 
toms, which led to the ultimate diagnosis of the 
The physical signs differ according 
to the size of the cyst, its location, adhesions and 
other factors. Due to lack of distinct symp- 
toms and physical findings, definite diagnosis 
is seldom made until complications arise. In 
making a differential diagnosis, the field of possi- 
bilities includes any and all of the cysts of the 
abdominal organs. Where partial or complete 


condition. 


obstruction is present and the cyst is not palpa- 


ble, various other abdominal conditions may be 
simulated. This was well demonstrated in our 
case, where other symptoms such as vomiting 
and abdominal pain made us consider acute ap- 
pendicitis. The bulging mass at the pubic region 
made a diverticulum of the urinary bladder or an 
ovarian cyst possibilities. 

The treatment is surgical. Fnucleation of the 
cyst is preferable. Where the blood supply may 
be destroyed by enucleation, the operation of 
choice is removal with partial resection of the 
intestine, followed by lateral anastomosis. If 
dense and extensive adhesions are present, pre- 
venting either of these methods, a cystostomy 
and drainage are done, with cauterization of the 
inner layers of the cyst wall. 


REPORT OF CASE 


On May 17, 1932, G. T., a female aged two years and 
eleven months, was brought to my office with the fol- 
lowing history: She was apparently healthy until three 
days before, when she was taken suddenly ill with 
colicky pains in the abdomen. She was nauseated and 
vomited at two different times during the first two 
days of her illness. The bowel movements were scanty 
and hard, so she was given castor oil, following which 
she had several loose stools. She also had a slight 
cough. Her pains did subside at intervals, but recurred 
with about the same intensity as on the first day. 
There was no history of previous similar attacks. 

She is the third child in the family. Her mother 
stated that after the child’s birth it was noticed that 
the abdomen was unusually large, and has always re- 
mained protruding as she grew and developed. The 
family history was negative. 

The general condition indicated a more thorough ex- 
amination, and she was immediately sent to Bethesda 
Hospital, where the following physical findings and 
laboratory examinations were noted. She is a well de- 
veloped child, all parts of body including lungs and 


heart give negative findings except the abdomen. On 
inspection the abdomen is protruding, and somewhat 
large. Over the lower region there was a prominence 
suggesting an over-filled urinary bladder, or possibly 
a distended bladder diverticulum. The mother stated 
that the child had not voided for several hours. 

The general abdominal distention also suggested the 
possibility of a fairly well advanced peritonitis, or an 
intestinal obstruction, in spite of the fact that some 
bowel movements were recorded. Palpation was not 
entirely satisfactory. A mass could be indefinitely felt, 
which seemed freely movable, and extending from the 
epigastric region to the pelvis. There was considerable 
rigidity of the abdominal muscles. Rectal examination 
was negative. Percussion revealed a comparative flat- 
ness over the entire abodmen, except the upper epi- 
gastrium, which gave normal resonance. The tempera- 
ture was 100, pulse 120, respirations 30. The bladder 
was Catheterized and 100 c.c. of urine obtained, which 
when analyzed was found to have a faint trace of al- 
bumin. Then a solution of potassium bismuth tar- 
trate was injected into the bladder, and an x-ray taken 
which showed the bladder normal and no diverticulum. 
A flat radiogram was also taken of the abdomen to 
show bowel distention if any, but this also was nega- 
tive. The W. B. C. was 9,500 on the day of admission ; 
twelve hours later it was 10,500. 

The following day the temperature was 101, and the 
child’s condition showed no improvement. A decision 
was made to do a exploratory laparotomy that day. 
Under ether anesthesia a right rectus incision was 
made, and a cyst found, which practically filled the 
peritoneal cavity, forcing the intestines laterally. It 
was attached to the lower part of the mesentery of the 
ileum. The bowel was stretched over the middle part 
of the cyst in such a manner that the lumen was par- 
tially obstructed. The cyst was freely movable and not 
adherent. The attachment of the cyst to the mesen- 
tery and beneath the intestine made enucleation im- 
possible without disturbing the circulation of the bowel, 
so a removal with partial gut resection was done, and 
a side-to-side anastomosis. About five inches of in- 
testine were resected. The girl made an uneventful re- 
covery. 

Gross pathological anatomy of the specimen was as 
follows: An oblong, slightly lobulated cystic mass, 
measuring 8 inches long, 6 inches wide, and 2.5 inches 
in the thickest anteroposterior diameter. Outside mem- 
brane is smooth and glistening and quite hard. It is 
attached to the mesentery and the posterior surface of 
the intestine. There is no connection between the cav- 
ity of the cyst, and the lumen of the bowel. The 
lumen of the bowel shows narrowing due to the en- 
croachment of the growth. The cyst contains 1,000 c.c. 
of a reddish brown fluid which had no odor and no 
coagulum. The cyst wall was composed of fibrous 
tissue lined with endothelial cells. No microscopic 
analysis was made of the cyst fluid contents. The 
specimen is at the pathological department of the Uni- 
versity of Minnesota. 

I am indebted to Dr. W. Colby, for valuable sug- 
gestions and advice in connection with this case. 
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DEFICIENCY DIARRHEA* 


Puitiep W. Brown, M.D. 
Rochester, Minnesota 


Approximately 70 per cent of the patients who come 
to The Mayo Clinic with the complaint of diarrhea fur- 
nish no objective signs on the basis of which their 
trouble can be explained. I feel that these patients de- 
serve more thorough and logical care, and that they 
should not be assumed to have colitis unless actual in- 
flammation of the colon is demonstrated by sigmoido- 
scopic and roentgenographic studies. 

Accurate diagnosis in the presence of diarrhea and 
effective treatment of this large group of miserable pa- 
tients is a challenge to the physician’s ability in many 
instances. It has come to be recognized that certain 
cases of diarrhea can be classified as being caused by 
dietary deficiency, allergy, reflex intestinal irritability 
from a duodenal ulcer, cholecystic disease, renal in- 
sufficiency, and neurogenic and metabolic disturbances 
such as afflict some women who have diarrhea at the 
menstrual period or who have it as the outstanding 
symptom of exophthalmic goiter. There is also a large 
group of patients whose diarrhea apparently is caused 
by acute intercurrent infections, the so-called intestinal 
influenza. Thus far bacteriologic studies have been 
unsatisfactory, but I think many of these acute gastro- 
enteric episodes are the result of streptococcal infec- 
tion. The majority are of short duration and are self- 
limiting, but in some instances chronic diarrhea may 
persist. 

Although the history constitutes the most important 
single step in the diagnosis of indeterminate diarrhea, 
yet it must be supplemented by examination of stools, 
sigmoidoscopic study, roentgenologic examination and 
often analysis of gastric content or determination of 
basal metabolic rate. 

The following case illustrates the deficiency type of 
diarrhea. 

REPORT OF A CASE 


A housewife, aged twenty-nine years, first came to 
the clinic October, 1931. The conditions under which 
she lived were unfavorable. She complained of indi- 
gestion and intermittent attacks of diarrhea, during 
which she would have five or six watery stools a day. 
Her weight was 92 pounds (41.7 kg.). She was three 
months pregnant. There were 11.5 gm. of hemoglobin 
in each 100 cc. of blood. Erythrocytes numbered 
4,000,000 and leukocytes 7,400 in each cubic millimeter 
of blood. Analysis of gastric content, titrating against 
tenth normal sodium hydroxide, gave values for total 
acids of 40 and for free hydrochloric acid of 24. 
Urinalysis and roentgenograms of the thorax gave 
negative results. Further studies were prevented as the 
patient was unable to remain for observation. She was 
dismissed with instructions to eat more liberally and 
to take cod liver oil. 

June, 1932, the patient again came to the clinic. Her 
baby had been born at the eighth month of pregnancy 
and had died in two months. The patient had not re- 
gained her strength. Ulcers in the mouth, sore tongue, 
and ulcers in the vagina had developed. Attacks of in- 
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digestion and diarrhea had persisted. Her weight was 
87 pounds (39.5 kg.). There were 12 gm. of hemo- 
globin in each 100 c.c. of blood; erythrocytes numbered 
3,210,000 and leukocytes 3,500 in each cubic millimeter 
of blood. The erythrocyte picture was that of primary 
anemia, but that there was little right shift of the neu- 
trophiles. Ventriculin was given orally, and then liver 
extract intramuscularly, but at the end of two months 
the value for hemoglobin was still 11.7 gm. and erytho- 
cytes numbered 3,380,000. 

In September, 1932, the woman had had an attack 
of watery diarrhea for three weeks which had greatly, 
depleted her body of fluid. The vaginitis and stomati- 
tis were very painful. Further studies were urged but 
she could not remain for observation. As liberal a diet 
as possible, high in vitamins, was outlined and this was 
supplemented with yeast and cod liver oil tablets; also 
60 grains (4 gm.) of calcium lactate three hours after 
meals were prescribed. 

After about six weeks there was so little improve- 
ment that the patient finally made arrangements to re- 
main under observation in hospital for two weeks. On 
admission, there were 12.6 gm. of hemoglobin in each 
100 c.c. of blood, erythrocytes numbered 4,100.000 and 
leukocytes 9,400 in each cubic millimeter of blood. 
Roentgenograms of the colon after barium enema, sig- 
moidoscopic examination, and studies of the stools gave 
negative results. A rich, liberal diet high in vitamins 
supplemented with calcium, 75 grains (48 gm.) of 
Blaud’s pills daily, and 16 to 24 minims of viosterol 
daily were prescribed. In addition, 100 units of para- 
thyroid extract-Collip (Para-thor-mone-Lilly) was ad- 
ministered in the course of eight days. On dismissal 
November 29, the woman was feeling much better, her 
bowels were moving once daily, and the ulceration had 
practically healed. Her last visit to the clinic was Feb- 
ruary 24, 1933. In spite of a recent, rather severe at- 
tack of influenza her weight was then 99 pounds (45 
kg.), the value for hemoglobin was 14.7 gm. and ery- 
throcytes numbered 4,160,000 and leukocytes 4,800. Ex- 
amination of the blood smears disclosed mild macro- 
cytosis. The woman’s bowels were moving once, and 
occasionally twice, daily, her appetite was good, and 
there remained only slight vaginal soreness; her mouth 
was normal. She was advised to continue with a lib- 
eral diet, and to take calcium, yeast, and occasional 
doses of viosterol. 


COMMENT 


There seems no question but that in the case re- 
ported a state of general deficiency had developed. As 
time went on, and as the patient’s system suffered fur- 
ther as a result of pregnancy, depletion was more 
marked, stomatitis and vaginitis developed and diar- 
rhea became more persistent. There was free hydro- 
chloric acid in the gastric content, but the blood picture 
was strongly suggestive of primary anemia. There was 
not the usual response to administration of ventriculin 
or liver, and this led to the feeling that another line of 
attack should be considered. Response was indifferent, 
until it was possible to have complete control of the 
patient for even as short a time as two weeks. Since 
then progress has been definite but not spectacular; the 
patient’s constitutional background, together with en- 
vironmental difficulties, probably will preclude as full 
and complete response as otherwise should obtain. 

Finally, I call attention to the fact that in spite of 


debilitation, of which diarrhea and stomatitis are the 


outstanding symptoms, this patient did not have colitis. 
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MIXED TUMOR OF THE PAROTID 


ARNOLD P. GRUENHAGEN, M.D. 
Saint Paul 


The patient, a woman, fifty years old, first noticed a 
small lump under the lobe of her right ear fifteen 
years ago. It grew slowly for ten years, extending 
down into the neck and then remained stationary in 


Gross specimen. 


Fig. 3. Low power microphotograph showing light areas 
of mucoid or myxomatous tissue with embedded epithelial 
cells. Between these are strands and columns of rather 
closely arranged cells, and several cysts containing a pink, 
granular homogeneous substance. 


size for four and one-half years. During the past 
six months there has been a gradual enlargement. 
There has been no pain or discomfort at any time. 
Examination revealed a tumor the size of an egg 
in front and below the right ear. It is bosselated and 
varying in density in different regions, the upper pole 
being very hard, almost cartilaginous, and the lower 
and larger pole soft with areas having a cystic feel. 
The tumor extended downward at the anterior border 


of the sternomastoid muscle. It was fixed to the deep 
tissues but not adhered to skin or superficial tissues. 

The long period of development, the location, the 
irregular surface, and the varying consistency charac- 
terized the growth as a mixed tumor of the parotid 
gland. 

Removal was performed under ethylene anesthesia. 
The incision was made from the lobe of the ear down- 
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Fig. 2. Cut surface of gross specimen. 


Fig. 4. High power microphotograph showing the central 
area consisting of closely arranged, polygonal cells with 
hyperchromatic nuclei. The acini are of varying size, lined 
by low, flattened epithelium. At the periphery, the cell 
masses are surrounded by a hyalin substance of myxomatous 
appearance with scattered epithelial cells. 


ward over the tumor and parallel to the sternomastoid 
muscle through the skin and superficial fat. When the 
cervical fascia was opened the tumor was visible fill- 
ing the apex of the subclavian triangle. The lower pole 
was easily freed by blunt dissection. The tumor was 
encapsulated and by dissection upward and within the 
capsule the entire tumor was enucleated. It was not 
necessary to ligate the external jugular or disturb the 
facial nerve. 
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GOITER CLINIC 


A PRESENTATION OF TEN UNUSUAL CASES OF 
THYROID DISORDERS* 


Martin Norpianp, M.D., and 
LAWRENCE M. Larson, M.D. 
Minneapolis 


It is not the purpose in the following presentation to 
demonstrate the ordinary features as encountered in 
goiter patients, but rather to illustrate some unusual 
situations and a few border line cases which have given 
more than customary difficulties in their diagnosis and 
treatment. 

In these ten cases of thyroid disorders, it is our wish 
to emphasize a number of pertinent facts, but it is espe- 
cially desired to show that laboratory examinations, 
notably basal metabolic rate determinations, are not to 
be used alone as criteria in deciding for or against 
surgical procedures, but are only adjuncts in making 
diagnoses and carrying out treatment. It is common for 
physicians in treating patients in whom the basal meta- 
bolic rate is below normal to recommend either no 
therapy at all, or the oral administration of thyroid 
extract, when as a matter of fact many patients with 
tracheal compression and other signs of mechanical dis- 
turbances due to enlargements of the gland, can be 
successfully treated by surgical measures. Likewise, 
patients on the border line of hypothyroidism often 
yield gratifying results following the oral administra- 
tion of thyroid gland. It is also true that in children, 
determinations of the basal metabolic rates are less re- 
liable because of differences in the ratios of body weight 
and body surface, so that in dealing with them this 
fact must be taken into consideration. 


Case 1—Parathyroid tetany following thyroidectomy 
for adenomatous goiter. 


This patient is a woman forty years of age. Her 
past history as well as her family history are irrelevant. 
She was first seen in February, 1930, when she com- 
plained of extreme nervousness, trembling of the hands, 
palpitation of the heart on the slightest exertion and 
occasional choking sensations. These symptoms had 
developed during the last few.months. She also stated 
that she had an enlarged neck since she was thirteen 
years of age but recently this had been noticeably in- 
creasing in size. 

Examination at this time revealed the patient to be 
in fair general health. Her pulse rate was &2 beats per 
minute and the blood pressure 164 mm. of mercury 
systolic over 82 diastolic. The thyroid gland was en- 
larged rather symmetrically, each lobe measuring 8 by 6 
cm. in diameter. A basal metabolic reading at this time 
was reported to be plus 14 per cent. 

Thyroidectomy was done February 24, 1938, excising 
the right and left lobes but leaving the usual amount 
of tissue on the posterior capsule. Pathologists re- 
ported the resected specimen to be an adenomatous type 
of goiter. 

Convalescence was uneventful except for the onset 
of tetany as described below, and the patient left the 
hospital on the sixth postoperative day. 

A mild but typical parathyroid tetany developed about 
forty-eight hours postoperatively, which was controlled 
satisfactorily by large doses of calcium lactate orally. 
Blood calcium values at this time varied from 7 to 9 mg. 
per 100 c.c. and the patient got along well under this 
regime until in January, 1933. At this time she devel- 
oped a rather severe mastoid infection necessitating 
surgical intervention, and since then her tetany has 
been so severe as to require parathormone, 20 units 
intramuscularly, two to three times per week, with 
viosterol (or cod liver oil) and calcium. Under this 


*Presented before The Hennepin County Medical Society, 
April 26, 1933. 
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treatment she has again felt perfectly well, but at ores- 
ent still requires this drug regularly. 

This case represents one in which the parathyroid 
glands were either inadvertently removed at operation 
or were destroyed post-operatively by inadequacy of 
their blood supply or by an inflammatory process. Cal- 
cium orally with viosterol or cod liver oil fully con- 
trolled all her symptoms until with the added demands 
of a severe infection parathormone was necessary for 
the mobilization and utilization of the calcium. — 


Case 2—Resection of papillary carcinoma of the 
thyroid of long duration with no evidence of recurrence 
or metastases after one year. 


This patient is a woman sixty-four years of age who 
was first seen in April, 1931. At that time she com- 
plained of enlargement and soreness of the neck, and 
dyspnea for the past four years. Her health was other- 
wise good and she had had no serious illnesses. On 
examination the enlarged thyroid gland was found to 
be extremely hard, irregular and cartilaginous to palpa- 
tion. Each lobe was about 10 cm. in diameter but the 
left was found to be slightly softer and more regular 
to the touch. Thyroidectomy was urged but refused. 
The patient was not seen then until a year later when 
she returned for operation. In the meantime her symp- 
toms had not changed except for the fact that a grad- 
ual increasing hoarseness had developed. 

April 16, 1932, resection of the gland was done. The 
right lobe was found to be infiltrating the surrounding 
structures including the thyroid capsule, right jugular 
vein, right recurrent laryngeal nerve and right inferior 
thyroid artery. The mass projected for a distance of 4 
to 5 cm. below the right sternoclavicular joint. The 
entire tumor was removed along with the posterior cap- 
sule of the gland and attached structures. The left 
lobe contained only two small adenomata and this side 
was not molested. Convalescence was normal and the 
patient left the hospital six days after the operation. 
Examination of the excised tissue showed a papillary 
type of carcinoma of the thyroid gland typical both in 
gross and microscopic appearance. 

Since her operation this patient has remained free 
of all signs of recurrence of the malignancy. Hoarse- 
ness has been present due to resection of the recurrent 
laryngeal nerve on the right side, but it has improved 
considerably since the operation. No roentgenograms 
have been made of the chest but at present there are 
no signs of mediastinal enlargement or pulmonary 
metastases. 

This case illustrates the slow growing nature of many 
malignant tumors of the thyroid gland. A whole year 
elapsed after the first examination to the time of sur- 
gical removal, and even then the tumor was probably 
present long before her first examination. 

The prognosis should be excellent inasmuch as a year 
has elapsed without signs of recurrence or metastases. 


Case 3—Idiopathic myxedema controlled by thyroid 
extract. 


This patient is a woman forty-eight years of age. 
She was first seen in 1917, when her main complaint 
was excessive bleeding from the uterus at the time of 
her menstrual periods. This had been present for sev- 
eral years, finally becoming so severe as to require hos- 
pitalization for two months, and eventually necessitating 
a transfusion of 500 c.c. of blood. Curettage and even 
hysterectomy was advised by attending physicians but 
refused by the patient. Additional features found on 
examination at this time were puffiness of the eyelids, 
markedly dry skin, coarse scanty hair, and swollen 
ankles. She stated that she felt like sleeping most of 
the time and that she was quite weak. A basal meta- 
bolic rate at this time was minus 28 per cent and a 
diagnosis of myxedema was made. Thyroid extract 
was given daily and immediate improvement in her con- 
dition was noted. Her menorrhagia ceased, her skin 


bacl 
mot! 
sive 
to ] 
feet 
age 
tion 
tho 
twe 
a ft 
tub 
by 
fe 
wei 
quit 
and 
cep 
ula: 
and 
mo 
ing 


per 
an¢ 
ma 
por 
no 

of 

7 
ent 
rep 
car 
the 
hor 
ver 





CASE REPORTS 


became moist again and the puffiness of the eyes, hands 
and feet disappeared. 

Since that time she has gotten along well as long as 
she continues to take a maintenance dose of thyroid ex- 
tract. If for any reason this is discontinued, her for- 
mer symptoms immediately reappear. January, 1930, an 
old postoperative abdominal hernia was repaired with 
excellent results. The wound healed promptly and con- 
valescence was normal. 

Fer demonstration purposes, thyroid extract was dis- 
continued three weeks ago. Until then she was active, 
possessed her usual strength, and there were no symp- 
toms suggesting myxedema. The hemoglobin concen- 
tration was found to be 78 per cent by the Dare 
method, and basal metabolic rate to be minus 21 per 
cent. After three weeks without thyroid extract she 
presented the typical picture of myxedema with features 
of anemia, edema, sluggishness, and so forth and her 
basal metabolic rate was found to be minus 36 per cent 
(April 26, 1933). 

The etiology of the disease in this patient is obscure. 
Until her first pregnancy twenty-four years ago she 
states that she had no evidence of thyroid dysfunction 
but soon after delivery of a normal child the symptoms 
described above appeared. She gives no definite his- 
tory of thyroiditis, although this must be strongly con- 
sidered a possible cause of the condition, and could 
account for the complete destruction of the thyroid 
gland at this time. It is interesting to note that the 
patient’s two daughters aged 21 and 24 years both have 
small adenomatous thyroids but without evidence of 
toxicity. The patient herself gives no history of en- 
larged gland at any time in her life. Her symptoms are 
all controlled by adequate doses of thyroid extract. 


Case 4—Woody thyroiditis, or Riedel’s struma. 


This patient is a woman fifty-seven years of age who 
was first seen in August, 1930. Her complaints dated 
back to 1925 but they had been especially noticeable six 
months prior to this time. She was becoming progres- 
sively weaker, and her weight dropped from 192 pounds 
to 158 pounds in several months’ time. Her hands and 
feet were numb, she had severe headaches, there was an 
aggravating cough, and she was quite dyspneic on exer- 
tion. Her neck had been enlarging for some time, al- 
though she had known of the presence of a goiter for 
twenty years or more. In 1922 she was observed for 
a period of a year for the possibility of pulmonary 
tuberculosis but this diagnosis could never be supported 
by roentgenographic evidence. 

On examination she showed signs of recent loss of 
weight, her skin was loose, dry and scaly and she was 
quite weak and pale in appearance. Speech was slow 
and deliberate. General examination was negative ex- 
cept for the thyroid, which was the site of a hard irreg- 
ular enlargement, the mass lying mostly on the right 
and measuring 8 by 5 cm. in diameter. The tumor was 
movable and manipulation of it caused spells of cough- 
ing. 

The basal metabolic rate was found to be minus 26 
per cent, blood pressure 146 systolic and 86 diastolic, 
and the pulse, temperature and respirations within nor- 
mal limits. Urinalysis and blood examination were re- 
ported as normal. Roentgenograms of the neck showed 
no calcification in the thyroid area and similar pictures 
of the chest gave negative findings. 

Thyroidectomy was done August 28, 1930, and the 
entire gland was removed because of the pathologist’s 
report from a frozen section of the mass, of a probable 
carcinoma. Convalescence was normal. On section of 
the removed specimen, the cut surface presented a 
homogeneous white appearance and its substance was 
very hard. Microscopically the thyroid tissue itself 
was found to be almost completely obliterated due to 
a heavy infiltration of round cells. There were a few 
areas in which distorted masses of cells were found. 
\fter study of specimens fixed in formalin, pathologic 
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diagnosis by Dr. Bell at the University of Minnesota 
was woody thyroiditis. There was no evidence of tu- 
berculosis or carcinoma. Due to the total removal of 
the gland, thyroid gland was administered immediately 
by mouth and the patient has developed no signs of 
myxedema. 

Six weeks postoperatively determination of the basal 
metabolic rate showed it to be plus 18 per cent and 
since then has dropped as low as minus 14 per cent. 
On April 7, 1933, it was minus 3 per cent. This patient 
feels well, she carries on her household duties without 
any trouble and in general is an essentially normal 
woman as long as she continues to take thyroid gland. 
yO aes she takes five grains of the fresh gland 

aily. 

In this case a postoperative myxedema was produced 
which has been controlled satisfactorily by the use of 
thyroid extract. At the time of operation no attempt 
was made to preserve thyroid tissue because of the 
possibility of malignancy, so that hypothyroidism in this 
case seems justifiable. It would no doubt have resulted 


in any event, because of the complete destruction of 
thyroid tissue by the inflammatory process. 


Case 5.—Recurrent exophthalmic goiter in a child fol- 
lowing ligation of all four arteries to the gland and 
thyrowdectomy. 


This girl first came for treatment of her goiter in 
April, 1929, when she was thirteen years of age. For 
a year or so prior to this time she had noticed a grad- 
ual symmetrical enlargement of her neck, and concomi- 
tant with this enlargement the typical signs and symp- 
toms of a toxic goiter appeared. She began to lose 
weight in spite of a voracious appetite, her heart beat 
more rapidly than usual, she noticed cardiac palpita- 
tion, she tired very easily, and she soon became ex- 
tremely nervous. Examination at this time supported 
a diagnosis of exophthalmic type of hyperthyroidism. 
She appeared markedly stimulated, there was a slight 
exophthalmos present and there was a diffuse enlarge- 
ment of each lobe of the thyroid. The pulse rate at 
this time was 128 beats per minute. Basal metabolic 
rate was found to be plus 28 per cent. After a few 
days of preparation, in which time compound solution 
of iodine was given orally along with sedatives, ligation 
of both superior poles of the thyroid gland was done 
under ethylene anesthesia. Recovery was rapid and 
improvement in her condition was noted to the extent 
that six days later it was considered feasible to sub- 
totally resect the thyroid gland, preceded by ligation 
of the inferior thyroid arteries. Convalescence was 
essentially normal. Since the operation she improved 
for a time but within the last year her former symp- 
toms have all returned. Her basal metabolic rate at 
present (April 26, 1933) is plus 30 per cent, her pulse 
rate 120 beats per minute and in general she presents 
the typical picture of exophthalmic goiter. However, 
one factor in this girl’s condition must not be over- 
looked, and that is the fact that she has continued to 
gain weight in spite of her other symptoms. This may 
be possibly due to the fact that other endocrine dis- 
orders than that of the thyroid are most likely present. 


Case 6.—Calcified hemorrhagic suppurative adenoma- 
tous cyst with tracheal compression and deviation. 


This is a man sixty-five years of age who was first 
seen October 18, 1932. His past history was entirely 
irrelevant and his health had always been exceptionally 
good. He had known for many years that there was a 
goiter “on the side” of his neck but it had never given 
him any symptoms so he had always disregarded it. 
In July, 1928, he began to notice a rather rapid enlarge- 
ment of a mass in the anterior portion of his neck. 
It gave him no pain but it continued to grow in spite 
of various types of local treatment. He began to get 
hoarse soon after the onset of the present trouble and 
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has continued to be so ever since. Physical examina- 
tion was essentially negative except for a mass on the 
right anterior portion of the neck measuring 8 cm. by 
10 cm. in diameter. It was movable, tense and semi- 
fluctant, but not tender. Laboratory examinations in- 
cluding basal metabolic rate determinations were found 
to be within normal limits. An antero-posterior roent- 
genogram of the neck and chest showed a large calcified 
cyst of the thyroid which was displacing the trachea 
to the right side. 

October 24, 1932, this cyst was excised along with 
several small adenomata in the thyroid gland itself. 
Grossly the cyst measured 10 by 8 by 6 cm. and was en- 
capsulated by a thick, chronically inflamed, calcified 
wall. The contents consisted of purulent fluid contain- 
ing cholesterin and necrotic glandular renmants. Micro- 
scopically there was a great deal of chronic inflam- 
mation in the removed portions of the gland as well as 
throughout the cyst wall. Convalescence was normal 
except for the fact that the wound drained a small 
amount of purulent exudate for a period of four weeks. 
He has remained in excellent health since, there has 
been no recurrence of the mass in the neck, and his 
hoarseness has completely disappeared. 

In this case it is probable that the contents of an old 
adenomatous cystic mass in the thyroid became infected 
and then distended with pus, enlarging the mass to the 
extent of displacing the trachea laterally and compress- 
ing the recurrent laryngeal nerve. Infection readily 
spread from the cystic mass to the adenomatous as well 
as to the normal portion of the gland. 


Case 7.—Massive hemorrhage into an adenomatous 
cyst with signs of tracheal and laryngeal nerve com- 
pression. 


This patient is a woman of forty-five, who came for 
examination January 10, 1933. She had known that she 
had an enlarged thyroid gland for some years but it 
never had given any symptoms until one week prior 
to her examination. At that time she noticed a sud- 
den, large swelling of the left side of the neck and 
there appeared immediately in this area a mass about 
10 cm. in diameter. Associated with the appearance of 
this mass she suffered a great deal of pain along with 
a sense of suffocation and dyspnea, but in about a week 
or ten days both the tumor and the pain gradually re- 
ceded to a certain degree. Hoarseness of a mild char- 
acter was present throughout this time. 


General physical examination showed an essentially 
normal healthy female except for a hard round tender 
fluctant mass in the left lobe of the thyroid gland 
measuring 8 cm. in diameter. No other masses were 
palpable in the gland at this time. Laboratory examina- 
tions including a determination of the basal metabolic 
rate were reported as within normal limits. 


January 14, 1933, under ethylene anesthesia this cyst 
was enucleated. About half of the left lobe of the 
gland was likewise removed because of the presence of 
several small adenomata. 

The patient left the hospital after a normal convales- 
cence in six days and has remained in excellent health 
since that time. Her hoarseness has been gradually de- 
creased and at the present time has almost completely 
disappeared. 


Pathologists reported the specimen to be an adenoma- 
tous cyst filled with blood due to a recent hemorrhage, 
and measuring 8 by 8 by 6 cm. 

This case represents one in which a sudden rapid 
large hemorrhage took place into a preéxisting ade- 
nomatous cyst. The etiology of this hemorrhage was 
probably not traumatic but more likely due to erosion 
of a fairly large vessel in the growing adenomatous 
cyst. The extent of the hemorrhage must have been 
large because of the pain, dyspnea and hoarseness which 
were produced. 


| August, 1933] 


Case 8.—E-xophthalmos in the absence of other signs 
of toxicity coming on three years following thyroidec- 
tomy for exophthalmic goiter. 


A woman forty-three years of age came for exam- 
ination in May, 1932. Her past history as well as her 
family history were irrelevant. She had a thyroidec- 
tomy in October, 1928, elsewhere for exophthalmic 
goiter, following which she recovere dher normal health 
for three years. Her eyes prior to this operation were 
markedly exophthalmic but they receded and appeared 
entirely normal within six weeks after the removal of 
the thyroid gland. She was then well until the fall 
of 1931, when she began to have recurrence of her ex- 
ophthalmos, first in the left eye but soon followed by 
that in the right, and this was not accompanied by any 
other signs of hyperthyroidism. Her weight remained 
normal, she was not nervous, her pulse was not elevated 
and her general health continued to be excellent. 

Physical examination in May, 1932, showed essentially 
a normally healthy woman but with extremely marked 
exophthalmos on both sides. The eyes were reddened 
and the conjunctiva were rather severely inflamed, but 
her vision was fairly good. No thyroid gland tissue 
could be palpated. A basal metabolic rate was reported 
minus 6 per cent. Ligation of the inferior thyroid 
arteries was performed May 27, 1932, following which 
the condition of her eyes improved. They became def- 
initely less prominent, vision subjectively was better 
and she noticed that the inflammation in the conjunctiva 
gradually and completely subsided. 

At present she still has slight exophthalmos but it is 
only of a mild degree and is not accompanied by con- 
junctivitis. Her basal metabolic rate was determined 
April 26, 1933, was found to be minus 3 per cent and 
her health is in general very good. 

The cause of the recurrence of exophthalmos in the 
absence of other signs of toxicity in this case is obscure, 
although it is no doubt definitely related to an endocrine 
disturbance resulting from her previous hyperthyroid- 
ism. Although thyroidectomy brought on apparent cure 
lasting three years, other disturbances of the endocrine 
system affecting only the exophthalmos have produced 
this picture. It is interesting to note that ligation of the 
inferior thyroid arteries has brought about definite im- 
provement in her condition. Whether this was due to 
interruption to the blood supply or to some change in 
nerve impulses to the gland is purely theoretical. At 
any rate there has been improvement. 


Case 9.—Persistent exophthalmos appearing after thy- 
roidectomy affecting each side alternately but without 
other evidence of hyperthyroidism. 


This patient is a man, forty-seven years of age, who 
first became ill in February, 1927. At this time he lost 
thirty-five pounds in weight within five weeks, he was 
nauseated a great deal and he frequently vomited. His 
general strength rapidly decreased and he was soon 
unable to do any work. He had been treated unsatis- 
factorily for diabetes mellitus for the preceding months. 

On examination he was found to be fairly well nour- 
ished in spite of his rapid weight loss. His pulse varied 
from 90 to 100 beats per minute and his blood pressure 
was found to be 104 millimeters of mercury systolic 
over 62 diastolic. There was no exophthalmos nor 
other eye signs of hyperthyroidism at this time. The 
thyroid gland was not appreciably enlarged and no 
nodules were present in it. A marked tremor of the 
fingers as well as a decided weakness of the quadriceps 
group of muscles was noted. Basal metabolic rate at 
this time was plus 36 per cent, but after a period of ten 
days on Lugol’s solution it fell to plus 10 per cent. 

Thyroidectomy was done on March, 1928, and exam- 
ination of the tissue removed disclosed a typical ex- 
ophthalmic type of goiter. Convalescence was unevent- 
ful, he rapidly recovered his usual weight and strength, 
and for the next year he was perfectly well. However, 
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twenty-seven months postoperatively he noticed that 
his right eye was gradually becoming more and more 
prominent, but during this time the left eye remained 
normal. In the prominent eye his vision was very poor 
and there was a marked degree of conjunctival inflam- 
mation, but no ulcers were present. The right eye con- 
tinued to protrude for about six months, when for no 
apparent reason it began to recede, and concomitant 
with this recedence of the right eye exophthlamos began 
to appear in the left eye. Since that time the left eye 
has remained very prominent, but recently it has started 
to recede somewhat. About this time the right eye be- 
gan to become markedly exophthalmic and at present 
this is the more prominent of the two. His health has 
otherwise been fairly good although he says he is not 
up to par physically. His weight is normal and he has 
no complaints except of his eyes. 

Examination at the present time is essentially nega- 
tive except for an exophthalmos on both sides, which 
is decidedly more marked on the right. The basal 
metabolic rate was found to be minus 14 per cent 


(April 26, 1933). 


The interesting feature in this case is an alternating 
exophthalmos affecting both eyes which came on after 
thyroidectomy and which had persisted in spite of total 
absence of other signs of hyperthyroidism. Certainly 
an endocrine dysfunction is responsible for the sequence 
of events. Therapy has been entirely without benefit 
in regard to the eyes. . 


Case 10.—Recurrence of exophthalmic goiter after 
thyroidectomy and subsequent to bilateral oophorectomy. 


This patient is a woman twenty-seven years of age. 
She has been married ten years and has two children. 
Her appendix and right ovary were removed in 1924 
and in 1926 a left tubal pregnancy involving the left 
ovary was resected. She made normal recoveries from 
both of these operations. 

Soon after the last operation she first became con- 
scious of rapid heart beat, tremor of the fingers, pro- 
trusion of the eyes, excessive perspiration, progressive 
loss of weight, etc. Subtotal thyroidectomy was done 
elsewhere in 1927 and convalescence was essentially 
normal. Her symptoms did not at any time completely 
disappear after this operation, although she did feel a 
great deal better. Within the past year there has been 
a definite recurrence of all her former symptoms with 
even a greater severity than those previously described. 
She was first seen November 5, 1932, and at this time 
presented the typical picture of a severe exophthalmic 
goiter. A determination of the basal metabolic rate 
was found to be plus 62 per cent. 


After several days of preparation using compound 
solution of iodine, sedatives and rest in bed, in which 
time the basal metabolic rate dropped to plus 32 per 
cent, operation was done November 11, 1932. The in- 
ferior thyroid arteries were first ligated extrafascially 
on each side and the gland itself then exposed. The 
right lobe was about normal in size and this was not 
molested but the left lobe, which was enlarged to about 
5 cm. in diameter, was subtotally resected, leaving only 
a thin layer on the posterior capsule. Convalescence 
was rather stormy the first few days due to a mild 
crisis, but in ten days the patient left the hospital and 
since then has continued to improve. At present she 
is still mildly toxic as evidenced by a basal metabolic 
rate of plus 22 per cent. 

In this case all thyroid tissue has been removed but 
hyperthyroidism still persists. It is questionable how 
much influence the absence of both ovaries has played 
in producing the chain of symptoms described. Treat- 
ment at present is limited to sedatives and rest, but it 
may be considered advisable in the future to religate 
all four arteries should the signs of toxicity persist. 
1737 MEDICAL ARTS BUILDING. 


METASTATIC CARCINOMA OF TRICUSPID 
VALVE* 


Rupotew C. Locereimt, M.D., M.S. 
Minneapolis 


A perusal of the literature indicates that metastatic 
carcinoma of the heart is even more rare than metastatic 
sarcoma. Nicholls* has collected a large series of case 
reports, and has tabulated them as follows: 


Carcinoma Heart 

Authors Autopsies Metastases 
Blumensohn 1078 
Chambers 2161 
Willigk 4547 
Kohler 
Pic and Bret 
Thoreli 
Bryant 
Tadson 
Peters and Milne 1976 
Ely 2161 
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There is considerable noticeable variation in the inci- 
dence of heart involvement but the average for Nicholls’ 
series‘ was .32 per cent. 

Upon analyzing these reports it was evident that in 
most of the cases the involvement of the heart was the 
result of direct extension from neighboring structures, 
such as lungs, peribronchial lymph nodes, thyroid, thy- 
mus, esophagus and mediastinum. Hamilton’ recently 
reported extensive involvement of the myocardium sec- 
ondary to a carcinoma in the left bronchus, producing 
surprisingly few clinical symptoms. 

It seems to be unusual for carcinomatous cells float- 
ing free in the blood stream to either enter the coronary 
arteries or implant themselves on the surface of the 
endocardium. However, this does occur occasionally, 
and the following cases, in addition to my own, illus- 
trate the fact. 

Nicholls* has reported three cases, all with secondary 
carcinoma implanted on the anterior wall of the right 
ventricle near the tricuspid valve, the orifice being 
partly obstructed in two instances. There was no in- 
filtration into the heart muscle in one case. None 
showed implantation on the valve cusps. The primary 
lesion was only mentioned in one instance, that being 
an adenocarcinoma of the stomach. 

A definite case of secondary or metastatic implan- 
tation of carcinomatous cells on the endocardium of 
the right auricle has been reported by Ragle.® 

Kanthack and Pigg* described a metastatic carcinoma 
of the tricuspid valve with the primary lesion in the 
right testis. 

Rist and Rolland’ have reported an extensive secon- 
dary carcinomatous growth on the mural and valvular 
endocardium of the right ventricle in a woman of 
forty, the primary growth being in the uterus and 
pelvic lymph glands. 

Free and unattached malignant masses have been 
found loose in the heart chambers. Osler® found a 
large free mass of sarcomatous tissue plugging the tri- 
cuspid orifice in a child. Geipel’ found a free mass of 
tissue in the right heart secondary to a hypernephroma. 

In my case, the implantation of the carcinomatous 
cells was on the posterior and left cusps of the tricuspid 
valve, the myocardium not being at all involved. 


CASE REPORT 


The case is that of a white man, seventy-one years 
of age. 

For thirty-five years prior to his death he had been 
engaged in the grocery business. He had never had 
any serious illnesses except those usually occurring in 
childhood. In 1928 he awoke one morning with a com- 


*Read before the meeting of the Minnesota Society of Internal 
Medicine, Duluth, Minnesota, June 4, 1932. 
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plete paralysis of the left arm, but examination proved 
this to be the result of pressure on the musculospiral 
nerve, and it cleared up rapidly within a week or ten 
days. At that time he went through a clinic and had a 
very thorough examination including x-ray of the 
gastro-intestinal tract and chest, and everything proved 
to be normal. 

In April, 1930, the patient suffered from a sponta- 
neous acute phlebitis of the left saphena magna, had 
some fever for four or five days, and some edema and 
pain in the leg. The leg was strapped and he apparent- 
ly recovered completely in about four weeks. 

He had been constipated all his life, finding it neces- 
sary for many years to take cathartics. Since the at- 
tack of phlebitis, he had had to increase the amount 
of cascara, which he had been using for many years. 
One teaspoonful had always sufficed, but now he had 
to take three or four teaspoonfuls, and often had to 
take a large dose of Epsom salts in addition. 


In July, 1930, he fell from a step ladder and frac- 
tured two ribs. This was followed by pleurisy and 
pneumonia, with fever and the usual symptoms, lasting 
seven to ten days. After getting out of bed he did not 
regain his former strength, and he slowly lost in weight. 
He attributed all this to the fall, and consequently did 
not see a physician. The constipation increased. Dur- 
ing the month of September he gained very little in 
strength, and continued to slowly lose in weight, al- 
though he had been resting more and eating fairly well. 
He found he needed more rest, and was not refreshed 
when he awoke in the morning. He was seen by a 
physician at this time, who advised a complete gastro- 
intestinal x-ray, but he refused. During October he 
continued to lose in weight and strength. His friends 
remarked he was becoming pale. The constipation be- 
came worse, and sometimes his bowels would not move 
for three or four days, and then only after a large 
dose of Epsom salts. Up to this time he had not seen 
any blood in his stools. He had no indigestion or pain 
at any time, except that sometimes the cathartics gave 
him severe abdominal cramps. 

He was in the habit of eating only two meals a day, 
a late breakfast and a large dinner about 5 p. m. He 
soon noticed he was losing his appetite, but had no in- 
digestion, nausea or vomiting. His symptoms contin- 
ued to increase in severity up to December 9, when 
he began to feel very ill, his bowels not having moved 
for five days in spite of using numerous cathartics. He 
finally took a huge dose of Epsom salts on this day, and 
during the night was awakened by severe pain in the 
abdomen. Shortly after this he had a very large stool. 
His bowels continued to move for some time, and he 
seemed to grow very weak. Finally everything got 
dark before his eyes and he became unconscious. He 
found himself lying on the floor some time later, and 
managed to crawl back into bed. He did not flush the 
toilet and upon examination the next morning he no- 
ticed a large amount of blood. 


He called his physician at this time, who removed him 
at once to Fairview Hospital, where he continued to 
grow weaker very rapidly until his death on December 
29. During his stay at the hospital his bowels continued 
to be somewhat loose, and all stools contained micro- 
scopic and chemical blood. There were no more pro- 
fuse hemorrhages. He never vomited and had no in- 
digestion although he ate quite well up to one week 
before his death. He had very little or no pain, except 
occasionally when the abdomen became distended, and 
this was relieved by enemas. 

The chief points of interest on physical examination 
were the abdomen, heart and lungs. Palpation of the 
abdomen revealed slight tenderness in the upper left 
quadrant, with an indefinite fullness here, but no def- 
inite mass to be made out. The fact that physical ex- 
amination of the heart showed nothing abnormal is in- 
teresting in view of the post-mortem findings. The 
lungs showed evidence of congestion in the lower right 
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lobe with a thin layer of fluid over it, which gradually 
increased in amount up to the time of his death. Phys- 
ical examination was otherwise negative, except for a 
pale skin and mucous membranes with evidence of 
recent loss in weight. His temperature varied between 
98 and 101; pulse between 96 and 120 

Blood examination on December 11, 1930, showed 
r.b.c. 2,590,000, hemoglobin 64 per cent, w.b.c. 17,60) 
which findings remained practically unchanged. The 
blood urea was 21.4 mg. per 100 c.c. of blood on one 
occasion. 

Aside from a trace of acetone and diacetic acid the 
urine was normal. 

The electrocardiogram was normal. 

X-ray of the lungs on December 12 showed mottling 
in the lower half of the right lung with a uniform 
haze near the base, suggesting fluid or thickened pleura, 
X-ray of the colon showed a dilatation of the splenic 
flexure, with narrowing of the adjacent transverse 
colon, and an irregularity of the distal end of the trans- 
verse colon. The transverse colon was never found to 
be well filled, and there was a definite delay in empty- 
ing of the motor meal. Fluoroscopic and x-ray exam- 
inations of the stomach were unsatisfactory as it was 
impossible to get the patient to drink enough barium 
to fill the stomach well. The x-ray diagnosis was: 
—— growth, possibly involving the transverse 
colon. 

The clinical diagnosis was: (1) Carcinoma of the 
transverse colon near the splenic flexor; (2) terminal 
broncho-pneumonia; (3) post-hemorrhagic secondary 
anemia. 

Dr. George Douglas Head saw the patient in consul- 
tation and made a diagnosis of carcinoma somewhere in 
the gastro-intestinal tract. He was not convinced it in- 
volved the transverse colon. 

Post-mortem examination was made by Dr. Ralph E. 
Miller, Pathologist at the University of Minnesota, and 
the findings were as follows: 


“The peritoneal cavity contains 50 c.c. of clear, straw- 
colored fluid. There are fibrous adhesions about the 
splenic flexure of the colon which bind it firmly to the 
spleen and which bind the spleen to the diaphragm and 
omentum. The appendix is bound to the cecum by 
fibrous bands. The right diaphragm arches to the 
fourth interspace, the left to the fifth rib. 

“The left pleural cavity is obliterated by fibrous adhe- 
sions. The right apex is adherent by fibrous adhesions. 
The right cavity contains 1,000 c.c. of slightly blood- 
tinged fluid. The pericardial sac contains 50 c.c. of 
clear, straw-colored fluid. 

“The heart weighs 400 grams. It is pale brown and 
of decreased consistence. As the right auricle is opened 
the auriculoventricular orifice is seen to be filled by a 
firm yellowish nodular cauliflowerlike mass which is 
adherent to the posterior cusp and to the left cusp. On 
section this mass is seen to contain mucoid areas (Fig. 
1). The left ventricle is dilated, grade 2. Otherwise 
the endocardium and valves appear normal. The root 
of the aorta is very slightly sclerotic. 

“The right lung weighs 800 grams and there is at ‘the 
base of the lower lobe a firm raised dark red ‘area 
8X7 cm. The consistency of the lower lobe’ ‘gen- 
erally is increased, grade 1; crepitus decreased, grade 1. 
The cut surface generally exudes a slightly cloudy 
fluid. The raised portion is seen to be continuous with 
a triangular dark red firm region extending toward the 
hilus. The left lung weighs 700 grams. The lower 
and upper lobes are edematous. 

“The liver weighs 2,100 grams. Its surface is irreg- 
ularly nodular. Its consistence is increased, grade 3. 
It is pale brown in color. The cut surface is marked 
by anastomosing light colored bands which surround 
pale lobules of liver substance. The gallbladder con- 
tains 40 c.c. of pale bile; otherwise it appears normal. 

“The esophagus appears normal except for a small 
nodule beneath the epithelium, measuring 2 cm. in diam- 
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eter, which is situated 14 cm. above the cardiac orifice. 
The stomach contains 300 c.c. of black viscid fluid. 
There is a cauliflower soft mass on the posterior sur- 
face, 10 cm. in diameter, extending into the lumen of 
the stomach for a distance of 3 cm. Many blood 
clots are adherent to this mass. The small intestine 
contains approximately 500 c.c. of black material. The 
colon contains 100 c.c. of tarry substance, but otherwise 
the small intestine and colon appear normal. 

“The aorta shows sclerosis, grade 1. The thymus 
appears normal. Head is not examined. Otherwise 
the findings were normal.” 

The pathological diagnosis was: (1) carcinoma of 
the stomach with metastasis to the tricuspid valve; 
(2) hemorrhage into the gastro-intestinal tract; (3) in- 
farction of the lung with bronchopneumonia ; (4) hy- 
drothorax, right, 1,000 c.c.; (5) cirrhosis of the liver ; 
(6) leiomyoma of the esophagus. 


COM MENT 


The clinical picture and incomplete x-ray findings 
pointed to carcinoma of the colon, while the primary 
lesion was on the posterior wall of the stomach, where 
it is easily missed unless a careful x-ray study is made. 
This was impossible, however, in this case because of 
the lack of codperation on the part of the patient. 
Marked fibrous adhesions found at the splenic flexure 
of the colon can account for the clinical and x-ray find- 
ings here. 

Clinical examination of the heart, including electro- 
cardiogram and x-rays, showed it to be entirely normal, 
yet there was a large metastatic carcinoma of the tri- 
cuspid valve (Fig. 1). It was somewhat of a surprise 
to me to find such a large lesion and still no clinical 
evidence of its presence, or any apparent embarrassment 
of the heart function. Blood-borne metastases from this 
ag to other parts of the body would seem quite possi- 
ble, but none was found. It is possible the infarct in 
the lung may have been produced by an embolus from 
this mass, but no carcinoma was found there. 

It seems evident from this case, and others reported 
in the literature, that metastatic carcinoma of the heart, 
even though quite extensive, does not interfere much 
with the function of the heart, and produces only slight 
clinical symptoms, if any. This is especially true of 
those cases where entrance to the heart has been by 
implantation on the endocardium. Death is almost 
always due to the effects of the primary lesion. 


CONCLUSION 


1. Metastatic carcinoma of the heart is rare, even 
more so than secondary sarcoma. 


2. Most of the cases are the result of direct exten- 
sion from a neighboring structure. 

Occasionally the free carcinomatous cells in the 
blood stream become implanted on the mural or valvu- 
lar endocardium. 

4. Clinical symptoms or impairment of heart func- 


Fig. 1. Metastatic carcinoma involving tricuspid valve. 


tion are slight compared to the extent of involvement 
of the valves and myocardium. The diagnosis is usual- 
ly made post-mortem 
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COURSE FOR MEDICAL RESERVE OFFICERS 


The medico-military course of inactive duty training 
for Medical Department Reserve officers, which has 
been held at the Mayo Clinic during the past four 
years, will again be held this year from October 1 to 
14, both dates, inclusive. This inactive duty training 
will follow the plan so well worked out under the aus- 
pices of Colonel George A. Skinner and the military 
features will be under’his personal supervision. 

This type of military medical training is now well 
established and has proved its worth during the past 
four years. The course offers valuable and interesting 
training for the Medical Department officers of all 
‘ the components of our national defense. The staff and 
faculty of the Mayo Clinic have again placed their un- 
excelled facilities at the service of their government in 
the interest of preparedness, and have extended an in- 
vitation to all the services to participate. 

This short course is equally applicable to general 
practitioners and specialists. The morning hours are 
devoted to purely professional subjects selected by the 
student officers. The afternoon hours pertain solely to 
medico-military subjects and the evening hours are cov- 
ered in a lyceum course of general interest. 

Application for this course of inactive duty training 
should be made to the Corps Area Surgeon, Seventh 
Corps Area, Omaha, Nebraska. Applications should 
state the character of the work the candidates desire 
to follow in the morning hours. All student officers are 
expected to attend and participate in the afternoon and 
evening sessions. Each applicant should fully under- 
stand that the invitation to accept this course of study 
without charge is extended by the Mayo Clinic; that 
the project is without expense to the Government; and 
that one hundred hours’ credit will be given those who 
take and complete the course. While it is desirable to 
attend the entire course, those whose time will not 
permit this may join or leave at any time and will re- 
ceive credit for the hours spent in training. Uniforms 
are optional. 
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CULTURE 


But there is a still greater sacrifice which many of 
us make, heedlessly and thoughtlessly forgetting tha 
“Man does not live by bread olone.” One cannot prac. 
tice medicine alone and practice it early and late, as 
so many of us have to do, and hope to escape the 
malign influence of a routine life. The incessant cop. 
centration of thought upon one subject, however inter- 
esting, tethers a man’s mind in a narrow field. The 
practitioner needs culture as well as learning. The 
earliest picture we have in literature of a scientific 
physician, in our sense of the term, is of a cultured 
Greek gentleman; and I care not whether the young 
man labors among the beautiful homes on Sherbrooke 
Street, or in slums of Caughnawauga, or in some 
sparsely settled country district, he cannot afford to 
have learning only. In no profession does culture count 
for so much as in medicine, and no man needs it 
more than the general practitioner, working among all 
sorts and conditions of men, many of whom are in- 
fluenced quite as much by his general ability, which 
they can appreciate, as by his learning, of which they 
have no measure. The day has passed for the “prac- 
tiser of physic” to be like Mr. Robert Levet, Dr. John- 
son’s friend, “obscurely wise and coarsely kind.” The 
wider and freer a man’s general education the better 
practitioner is he likely to be, particularly among the 
higher classes, to whom the reassurance and sympathy 
of a cultivated gentleman of the type of Eryximachus 
may mean much more than pills and potions. But what 
of the men of the type of Mr. Robert Levet, or “Ole 
Docteur Fiset,” whose virtues walk a narrow round, 
the men who dg the hard general practices in the 
poorer districts of the large cities, in the factory towns 
and in the widely scattered agricultural regions—what, 
I hear you say, has culture to do with them? Every- 
thing! It is the bichloride which may prevent the in- 
fection and keep a man sweet and whole amid the most 
debasing surroundings. Of very little direct value to 
him in his practice—though the poor have a pretty keen 
appreciation of a gentleman—it may serve to prevent 
the degeneration so apt to overtake the over-worked 
practitioner, whose nature is only too prone to be sub- 
dued like the dyer’s hand to what it works in. Ifa 
man does not sell his soul; if he does not part with 
his birthright of independence for a mess of pottage 
to the Ishmaelites who harass our borders with their 
clubs, and oppress us with their exactions; if he can 
only keep free, the conditions of practice are nowhere 
incompatible with St. Paul’s noble Christian or Aris- 
totle’s true gentleman. (Sir Thomas Browne.)—Coun- 
sels and Ideals from the Writings of William Osler. 
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WHITHER ARE WE GOING? 


At the Monday evening medical economics session 
of the State Medical Association meeting held at 
Rochester, Dr. Morris Fishbein spoke most interestingly 
and instructively on the trend of medical practice. This 
was a very pertinent subject. May we present another 
for your consideration ? 

After having held various offices within the ranks 
of organized medicine in this state and taken active 
part in various other medical activities, we too have 
noted a change in the trend of medical affairs within 
our own state organization. We have had the temerity 
to state on various occasions that in our humble opinion 
the time was not far distant when we would continue to 
carry on our business affairs and maintain our legal 
and political activities through our officers and that the 
pursuit of medical science and the staging of our an- 
nual medical program would be delegated to the various 
truly medical organizations of the state. The same 
might be said of our national organization but on a 


larger scale. Joint sessions for the discussion of eco- 
nomic and medical subjects of general interest and the 
table demonstrations would still be carried on. 


Upon analysis we find that this is precisely what took 
place at the recent Rochester meeting. The scientific 
program was staged by the various medical societies 
of the state while our state officers devoted their time 
and energy to our business affairs, and were only con- 
spicuous in the meetings of the House of Delegates, the 
Councilors and the medical economics meetings. Not 
a single state officer as such presided at a scientific 
meeting. Officers of the various medical societies occu- 
pied the chair. One needs but to consult the state pro- 
gram to verify this. 

In recent years a trifle over 6 per cent of our state 
dues went to defray the expenses of the annual state 
meeting and exactly thirty-three and one-third went to 
meet the expenses of the state legislative committee. 
In 1931 the latter figure went as high as 46 per cent 
and in 1929 it went to almost 60 per cent. However, 
in the last four years we have spent over five times 
as much on our legislative program as we have on the 
annual meeting. The insistence on secrecy concerning 
these huge expenditures is giving rise to a feeling of 
disgust. 

So, perhaps there is more than a trifle of justification 
for the comment that the officers of our state associa- 
tion have apparently lessened their energy in the pursuit 
of scientific medical problems and have devoted more 
of their time and spent too much of our money in the 
purely business and political affairs of our organiza- 
tion. 

Perhaps this is as it should be. Perhaps we should 
encourage our politically minded members who feel un- 
happy and like a fish out of water in other fields of 
laudable activity to concentrate, with definite prescribed 
limitations, on this feature of our organization and 
place our scientific medical affairs in the hands of the 
various medical societies of our state, of which there is 
a sufficient number. This no doubt would result in 
mutual benefit. We certainly are in a position to 
finance a medical meeting which would be second to 
none. 

Some persons have criticized the mediocrity of the 
Rochester program. This is unfair as this meeting was 
planned as an innovation and a decided departure from 
the older type of meetings; in fact it was pronounced 
as an experiment and intended as such, but the plan 
offers many possibilities. 

The present status of the delegates also calls for com- 
ment. The delegate is supposed to represent his county 
society in the House of Delegates where our state busi- 
ness is transacted but his opportunity for real construc- 
tive work and initiative is getting less and less. He 
finds himself helpless as a yes yes man all wound round 
with the woolen string of prearranged affairs. All com- 
mittee reports are predigested by an appointed Refer- 
ence Committee which offers its own recommendations 
and it is the report of the latter committee rather than 
that of the former that is put to a vote. All annual elec- 
tions to the important offices are arranged long in ad- 
vance, months if not years, by the powers that be. The 
presidency for years past has been handed out as a more 
or less political present or bestowed as a token of ap- 
preciation for organization services. 


If perchance something of apparent importance is un- 
expectedly brought up on the floor of the House of 
Delegates it is immediately referred to the Council, 
which is a more or less self perpetuating body which 
has the status of a Finance Committee and serves as 
the business body when the House of Delegates is not 
in session. New amendments to the state constitution 
recently adopted makes the out-going president a mem- 
ber of the Council and all past presidents members of 
the House of Delegates. Of course the latter cannot 
hold office nor have they a vote but their voice in the 
House tends to minimize the influence of the delegates. 
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The poor delegate finds himself assigned to an ever 
increasing field of nothingness. Another amendment 
adopted makes the President and the Secretary of the 
State Association members of all committees. 

One might almost suggest the complete abolition of 
the House of Delegates if it were not for the fact that 
this move would rob the medical tax payer of his only 
remaining contact for direct representation. 

The charter members of our organization had in- 
tended the pursuit of scientific medical problems as 
the aim of the Association. Recently we awoke to our 
business and economic relationships, which was right 
and proper, but are we not in danger of letting the pen- 
dulum swing too far in that direction, and degenerate 
into a political organization with a medical past history? 
Think this over. 


A. G. Scuutze, St. Paul, Minn. 


Epitor’s Note: Above appears a communication re- 
ceived shortly after our last annual meeting, entitled 
“Whither Are We Going?” The author makes some 
observations on the trend of State Association affairs, 
and especially of our state medical meetings. The en- 
tire subject is a large one and it is to be expected that 
there can be no universal agreement. That someone is 
thinking seriously about the Association is a healthy 
sign and MInNesoTtaA MEDICINE is a fitting place to air 
his views. 





ANOTHER FRAUD 


Recently there came to my office a man calling him- 
self Henry R. Jordan, claiming to be a representative 
of the Meredith Publishing Company, Des Moines, 
Iowa, publishers of Successful Farming, etc. 


Mr. Jordan explained that his company was offering 
to farmer-subscribers a free accident insurance policy, 
and that he was authorized to appoint in each com- 
munity one physician and one dentist, to whom should 
be referred all persons claiming benefits under this 
policy; that no claims were to be paid unless the policy 
holder were treated by the appointed doctor. 

The scheme was to induce the appointed doctor to 
subscribe for the magazine at a price of $2.00 for five 


years, the magazine to be free after the five-year period. - 


After Mr. Jordan had left, becoming suspicious of 
the scheme he proposed, I wrote the Meredith Pub- 
lishing Company to inquire whether they had such a 
representative and whether he was authorized to make 
any such proposition. The answer was negative to 
both questions. 

Perhaps the publication of this information may save 
someone from being victimized. 

C. L. FARABAUGH, 
Owatonna, Minnesota. 





CORRECTION 


The title of the article by Dr. Waltman Walters, 
Rochester, Minnesota, which appeared in the June num- 
ber of Minnesota Mepicine, Vol. XVI, page 416, 
should have read: Transplantation of the ureters to 
the sigmoid colon for exstrophy of the bladder and 
other urethral abnormalities with urinary incontinence. 
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OF GENERAL INTEREST 


Dr. C. F. Wohlrabe, who recently moved from 
Springfield, Minn., to Minneapolis, has opened offices 
at 5007 France Avenue South. 





Dr. Leo C. Culligan has announced the opening of 
offices at 1005 Medical Arts Bldg., Minneapolis. His 
practice is limited to surgery. 





Dr. Clarence G. Ochsner, who has just completed a 
two years’ internship at Augustana Hospital, Chicago, 
has located at Wabasha, Minn. 





Dr. C. H. Sherman of Oakes, N. D., was married to 
Miss Hila Smith of Anoka, Minn., Thursday, June 8, 
1933. Dr. and Mrs. Sherman are now at home in Oakes. 





Dr. Edward Emerson, Saint Paul, was married July 
12, 1933, to Miss Marcia Smith of Minneapolis. Upon 
their return from their wedding trip Dr. and Mrs. 
Emerson will reside at Lakewood, White Bear, Minn. 





Dr. A. C. Strachauer, Minneapolis, has returned from 
Seattle, where he gave a series of lectures and clinics 
in surgery and cancer the week of July 17 in the post- 
graduate course offered annually by the University of 
Washington. 





Word has been received that Dr. H. L. Weber, mis- 
sionary physician at Elat, French Cameroun, who took 
his internship in surgery at Stillwater, Minn., thirty 
years ago, has been made a member of the Legion of 
Honor by the French government for his services in 
Africa. 





Dr. C. B. Wright, Minneapolis, was elected a Trustee 
of the American Medical Association at the annual 
meeting held in Milwaukee in June. Dr. Wright is the 
second Minnesotan to serve as Trustee, Dr. Thomas 
McDavitt of Saint Paul having so served for many 
years preceding his death. 





Dr. and Mrs. Kenneth E. Fritzell are now at home 
at 212 Walnut Street, Southeast, Minneapolis, follow- 
ing their wedding trip through northern Minnesota. 
Mrs. Fritzell was Miss Stella Houge of Minneapolis. 
Dr. Fritzell is a graduate of the University of Minne- 
sota medical school, 1930. 





Dr. F. E. Harrington, Minneapolis city health com- 
missioner, Dr. J. A. Myers, of the Lymanhurst staff, 
Minneapolis, and Dr. C. A. Stewart, of the University 
of Minnesota hospital staff, participated in a health in- 
stitute conducted in June at the University of Michi- 
gan, Ann Arbor, under the auspices of the American 
Child Health Association. 
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Radio Quacks 


MONG the many important resolutions adopted by the House of Delegates at the Milwaukee 
meeting of the American Medical Association, was one on radio broadcasting which is par- 
ticularly interesting to Minnesota physicians. 


This resolution as drawn by Dr. Carl F. Moll of Michigan and amended by Dr. Holman Taylor 
of Texas recommended : 


“That the Board of Trustees, through the Bureau of Investigation and through such other national organiza- 
tions as the Board may be able to enlist, initiate and pursue activities and efforts to terminate misleading and 
misrepresenting radio broadcasting that is related to medicinal remedies and preparations for the conservation 
and protection of the health interests of the public.” 


The Milwaukee resolution anticipated the proposal now receiving widespread publicity in the 
newspapers for an enlargement by Congress of the powers of the commission administering the 
Pure Food and Drug Act. It is proposed that this commission be empowered to combine with the 
Radio Commission in active censorship of drug and food advertising on the radio. That such leg- 
islation is greatly needed goes without saying. 


Here in Minnesota, Dr. William A. O’Brien, speaking for the Minnesota State Medical Asso- 
ciation, showed some time ago what could be done to clean up local broadcast matter on station 
WCCO in Minneapolis. Such matter was submitted to Dr. O’Brien for his approval and this vol- 
untary censorship was much more desirable than any compulsion by law. 


In general, we are a little better off, so far as the large broadcasting stations go, than most 
states. Granted that there are mouth wash comedians and cathartic dramatists, at least there are 
very few air minded “Doctors” on these stations. This qualified approval does not extend to all of 
the small stations. In the Twin Cities, for example, there is one small station that devotes consid- 
erable part of its time to the dissemination of out and out quack medical advertising. 


Efforts on the part of enlightened medical men to remedy this situation must go on even when 
prohibitory legislation is a fact. 


The day is not long past when metropolitan newspapers printed “readers” and what indeed ap- 
peared to be bona fide news stories actually advertising patent medicines and healers. That this des- 
ecration of the news columns of the press has practically ceased is very largely due to activities of 
the representatives of organized medicine in the various communities who urged upon the editors 
a higher conception of their function in public health education. To be sure, the American Medi- 
cal Association, after history making efforts in Washington, succeeded in putting into Federal Law 
some very stringent restrictions on this type of advertisiig. But the real reform came about very 
largely through a better understanding between local physicians and newspaper ownérs. In Minne- 
sota, a legitimate news service prepared by the Public Health Education Committee of the State So- 
ciety has been well received and very generally printed all over the state as a result of this growing 
understanding. 


The owners of offending broadcasting stations may be expected to show a similar attitude of 
cooperation and public conscience when they can be made to appreciate the harmfulness of their 
radio medical advertising as it is now handled. 


The work of cleaning up radio advertising from a medical standpoint is still a challenge not 
only to the committees of the national organization and the state associations but to the individual 
county societies wherever broadcasting stations operate. Individuals, acting trough their local 
county medical societies, can sometimes do more than a federal commission to achieve a real reform. 
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REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


MEDICAL BROADCAST FOR THE MONTH 


The Minnesota State Medical Association Morning 
Health Service 


The Minnesota State Medical Association broadcasts 
weekly at 11:30 o’clock every Wednesday morning over 
Station WCCO, Minneapolis and Saint Paul (810 kilo- 
cycles or 370.2 meters). 

Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. 

The program for the month of August will be as 
follows: 

August 2—Cardiac Asthma. 

August 9—Cause of Hay Fever. 

August 16—Getting Ready for School. 

August 23—Treatment of Varicose Veins. 

August 30—Tumors of the Prostate. 





THE 1934 STATE MEETING 


Plans for the 1934 meeting of the State Society to 
to be held in Duluth are already taking form, according 
to E. A. Meyerding, who conferred with members of 
the St. Louis County Medical Society recently. 

Tentative dates for the meeting were set for July 16, 
17 and 18. These dates will be brought up for the ap- 
proval of the Council at its meeting, August 6. 

It is interesting to note that ten commercial exhibi- 
tors, as reported by Dr. Meyerding, have already re- 
quested exhibit space for the Duluth meeting. They 
are E. R. Squibb and Sons; Mead Johnson and Com- 
pany; Physicians and Hospital Supply Company, Inc.; 
National Drug Company; Spencer Corset Company, 
Inc.; The Heidbrink Company; Mellin’s Food; Twin 
City Furnace Company; Gerber Products Company, 
and Bilhuber-Knoll Corporation. 





SCOTT-CARVER COUNTY SOCIETY 


At the annual meeting of the Scott-Carver County 
Medical Society held at Chaska, Minnesota, in June, 
the following officers were elected for the coming year: 
President, Dr. E. J. Eklund, Norwood; vice president, 
Dr. M. A. Schneider, Jordan; secretary-treasurer, Dr. 
Douglas Ormand, Waconia; censor, Dr. T. P. Martin, 
Arlington. 





SOUTHERN MINNESOTA MEDICAL 
ASSOCIATION 


The Southern Minnesota Medical Association will 
hold the annual meeting September 25, 1933, at New Ulm 
Minnesota, as guests of the Redwood-Brown County 
Medical Society. The facilities of Turner Hall are ade- 
quately adapted for the entertainment of the organiza- 
tion, and arrangements have been made for its use. 
Members of the Local Arrangements and Entertainment 
Committee are as follows: Dr. Theodore F. Hammer- 
meister, chairman; Dr. O. J. Seifert, Dr. F. H. Dubbe, 
Dr. Albert Fritsche, and Dr. William A. Meierding. 

The Southern Minnesota Medical Association has 
made the following awards this year: $100 to Mr. 
Lloyd Whitesell and the gold medal to Mr. Harold 
Buchstein, this award given to the senior medical stu- 
dent who has shown the greatest proficiency in medi- 
cine and surgery, and jointly, to Dr. R. V. Ellis, of the 
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University Health Service, and Professor C. O. osen- 
dahl, Department of Botany, University of Minnesota 
the medal awarded for the best scientific exhibit at the 
annual meeting of the Minnesota State Medical Asso. 
ciation. 

M. C. Piper, M.D., Secretary, 





WABASHA COUNTY MEDICAL SOCIETY 


The sixty-fifth annual meeting of the Wabasha 
County Medical Society was held at Wabasha, Minne- 
sota, Thursday, July 6, 1933. 

There were twenty-two in attendance, including 
members, affiliated dentists, visiting physicians and la- 
dies accompanying. 

A dinner was given those attending and entertain- 
ment for the ladies was provided through the cour- 
tesy of the Wabasha members and their wives. 

At the scientific session the following papers were 
presented : 

1. President’s Address—‘A Country Doctor’s First 

Experience in Obstetrics..—Dr. Wm. B. Stryker, 
Plainview. 
“The Diagnosis and Treatment of Specific Urethri- 
tis’—Dr. Anson L. Clark, Mayo Clinic, Rochester. 
“The Use of Maggots in Osteomyelitis and Necro- 
sis, with Illustrative Cases”—Dr. R. C. Radabaugh, 
Hastings. 

4. “Advances in Surgery’—Dr. Waltman Walters, 
Mayo Clinic, Rochester. 

Dr. H. Z. Giffin, Councilor from this district, was 
present and addressed the meeting. As the guest of 
Dr. Waltman Walters, Dr. William A. Mackcy, a mem- 
ber of the staff of the Glasgow Clinic, Glasgow, Scot- 
land, attended the meeting. Upon invitation, he 
gave a talk on medical and economic conditions exist- 
ing now in Great Britain. 

At the business session, the following officers were 
elected for the coming year: President, Dr. R. C. 
Radabaugh, Hastings; vice president, Dr. H. E. Bow- 
ers, Lake City; secretary-treasurer, Dr. W. F. Wilson, 
Lake City; delegate to State Association, Dr. R. H. 
Frost, Wabasha; alternate, Dr. D. S. Fleischhauer, 
Wabasha. Dr. J. A. Slocumb, Plainview, was elected 
censor for three years. The other censors are Dr. 
W. J. Cochrane, Lake City, and Dr. J. F. Bond, 
Wabasha. 

One new member was admitted, Dr. C. G. Ochsner, 
who has recently located at Wabasha. 

It was voted to hold the next annual meeting at Lake 
City. 

W. F. Wirson, M.D., Secretary. 





DIATHERMY 


The Council on Physical Therapy in a preliminary 
statement reports that diathermy is the therapeutic use 
of a high-frequency electric current to generate heat 
within some part of the body. For want of better ter- 
minology, diathermy may be divided into two divisions: 
medical diathermy and surgical diathermy. Medical 
diathermy is contraindicated (1) in acute inflammatory 
processes such as acute nondraining cellulitis, acute 
arthritis characterized by infection, and acute pelvic 
infection; (2) in any condition in which there is a 
tendency to hemorrhage, such as a gastric ulcer, and 
(3) in those areas in which the appreciation of heat 
has been impaired or lost, as in certain peripheral nerve 
injuries. It is also contraindicated in diseases or in- 
juries in which simpler methods of applying external 
heat give satisfactory results. The advantages of elec- 
tro-surgery lie in effective destruction in loco of tissues 
that it is desirable to eliminate. This manifestly in- 
cludes many forms of malignancy. (Jour. A. M. A., 
June 17, 1933, p. 1933.) 





Dr. 
the | 
scien! 
obtaii 
impe! 
wort 

Mi 
first 
on h 
large 
of cc 


blo 
cen 
hac 
dro 


TRANSACTIONS OF THE MINNEAPOLIS SURGICAL SOCIETY 


STATED MEETING HELD May 4, 1933 


The President, Dr. KENNETH BULKLEY, 


PURPURA WITH HEMATURIA TREATED SUC- 
CESSFULLY WITH OVARIAN EXTRACT 


CASE REPORT WITH PRESENTATION OF PATIENT 


Dr. E. K. Green: Mr. President and members of 
the Minneapolis Surgical Society, I have no strictly 
scientific basis for presenting this case, but the results 
obtained were so remarkable, in the face of apparent 
impending disaster, that I felt the case would be well 
worth presenting. 

Mr. P. W., seventy-nine years old, consulted me the 
first week in May, 1932, and on examination I found 
on his right forearm, from the elbow to the wrist, a 
large purpuric area with varying degrees of intensity 
of color. There was no history of injury. The patient 
also had considerable hematuria. 

I did not see him again until two weeks later when 
he came to my office complaining of severe pain in the 
left side of his back in the kidney region. The pur- 
puric area on his arm had practically disappeared but 
he still had marked hematuria. I sent him to the hos- 
pital, where he very quickly became seriously ill, with 
nausea and vomiting and a great deal of pain in the 
left back. After four or five days I asked Dr. Theo- 
dore Sweetser to see him in consultation and we agreed 
upon the need of a cystoscopic examination. 

There was nothing abnormal found in the bladder 
except slight trabeculation, but bloody urine was com- 
ing from the left ureter. A catheter was passed up 
into the left kidney and a pyelogram made which ap- 
peared practically normal. We evidently had not proved 
any gross anatomic cause of the hematuria but felt that 
a small renal tumor could not, with certainty, be ruled 
out. 

We then discussed exploratory operation but on ac- 
count of his age and on account of being a poor opera- 
tive risk, his family delayed giving consent until several 
days had elapsed, when we found he had developed 
considerable pain on the right side of his back. Dr. 
Sweetser then did a second cystoscopic examination 
which showed bloody urine coming from the right ure- 
ter and no urine from the left ureter. On passing the 
ureteral catheter clear urine was obtained from the left. 

We then felt we must change our tactics as we were 
probably dealing with a condition altogether different, 
so we endeavored to see what could be done in the 
matter of medication to bolster up the clotting time of 
his blood. We made a more complete check-up on the 
blood and found the hemoglobin, which was 78 per 
cent when he entered the hospital two weeks previous, 
had fallen to 58 per cent. The red blood cells had 
dropped from 4,260,000 to 2,870,000. The leukocyte 
count, on entrance, was 12,650 and now was 15,900. 
P.M.N?’ s remained the same, i.e., 80 per cent. The 
capillary resistance test was normal. Platelets were 
350,000, the bleeding time was three minutes and the 
clotting time eight minutes. 

During his stay in the hospital he had developed sev- 
eral hemorrhages into the tissues in various parts of 
the body. The hemorrhages on his left forearm were 
the most marked. The arm was greatly swollen, hot 
and painful for a time, the ecchymotic area extending 
from above the elbow down to the hand. He also had 
small ecchymotic areas in the region of the right 
shoulder, left hip and about the left ankle. 

We gave him Coagulin Ciba in usual dosage intra- 
muscularly every day, also some calcinates and stypte- 
sate, and twice Dr. L. K. Buzzelle injected whole blood 
from a male donor into the muscle. His condition was 


in the Chair 


getting desperate. In a few days his hemoglobin had 
made another drop of 11 points to 47 per cent. He 
was very weak, nauseated all the time and only with 
great difficulty were the nurses able to get him to eat. 
He became discouraged and stated that he felt he was 
not going to get well. We were preparing for a blood 
transfusion when Dr. Sweetser called my attention to 
an article written by Drs. Alvin G. Foord and Ben R. 
Dysart of Pasadena, published in the American Med- 
ical Journal, issue of April 23, 1932. They reported a 
case which was finally determined to be a distinct hemo- 
philia, the patient having had intractable hemorrhages 
following a tonsillectomy. Two blood transfusions 
were done and the pillars sutured with but temporary 
benefit in arresting the hemorrhage. They finally gave 
one injection of “Parke Davis Soluble Extract Ovarian 
Substance” (whole ovary) and the patient ceased bleed- 
ing at once followed by an uncomplicated recovery. 
Their theory was that hemophilia is a male disease and 
that the substance which the female has and which the 
male does not have is an ovarian hormone so that on 
this basis the extract was given. 

On the strength of this report we gave our patient an 
ampule of Parke Davis product and the next morning, 
much to my surprise, he greeted me saying, “Doctor, I 
feel better. I was able to sleep a little and I really en- 
joyed my breakfast.” 

From that time on our patient gradually improved. 
A few days later he was given another dose of the 
ovarian extract. Three days from the first injection 
blood disappeared from the urine and none has been 
found since. The purpuric areas disappeared from his 
body and after a short time he was ready to get up 
and walk about. Within a week he was discharged from 
the hospital. 

About four or five months later the patient developed 
a hemorrhage into the tissues just back of the left 
axilla. There was a quantity of extravasated blood 
making a mass as large as a small orange. The indura- 
tion extended as far as the middle of the back and 
down the arm below the elbow. There was no hema- 
turia. We gave him a dose of ovarian extract and the 
condition promptly cleared up. However, we are not 
certain that this hastened his recovery. 


In reviewing a case of this type, according to Theis, 
four main groups must be considered: 

1. Hemophilia is distinctly a male disease but is usual- 
ly a disease of younger life and the most marked 
symptom is that of bleeding following a tonsillec- 
tomy, circumcision, the extraction of a tooth or 
minor cuts. Many times, with no accident, patients 
will go for some time without bleeding. In hemo- 
philia coagulation of the blood is decidedly pro- 
longed while in our case it was normal or only 
slightly prolonged. The platelets remain normal 
above. It is this class of cases in which we are get- 
ting favorable reports by treating with ovarian ex- 
tract. 

Essential Thrombocytopenic Purpura, a condition 
where the bleeding time is prolonged but the coag- 
ulation time is normal. In these cases the plate- 
lets are markedly reduced and, as a rule, it is a dis- 
ease of children or young people. 

Anaphylactoid Purpura is a result of infections 
such as Septic Endocarditis, Erythema Nodosum, 
etc. In our case his temperature and his pulse gave 
us no suspicion that he had an infection. 





548 MINNESOTA MEDICINE 


4. Purpuras with no known etiology—Purpura Sim- 
plex, Purpura Fulminans (quickly fatal), Purpura 
Senilis, Mechanical Purpura and Hereditary Pur- 
pura. 


In classifying our case it would seem most likely to 
be Purpura Simplex or Purpura Senilis complicated 
with hematuria. Just what influence the ovarian ex- 
tract has in stopping the hemorrhage, if any, I am un- 
able to say. However, the procedure is so simple that, 
if there is any possibility of benefit, it ought to be tried. 


PUBLICATION OF PROCEEDINGS 


Dr. Cart B. Drake, St. Paul (by invitation): I am 
glad to avail myself of the opportunity to say a few 
words about the relations of the Minneapolis Surgical 
Society and MINNESOTA MEDICINE. 

I feel that I am pretty well acquainted with the pro- 
ceedings of your Society because I have read them all 
since they have been published and had read all the 
papers that have been presented and published in 
MINNESOTA MeEpicINE. The papers and case reports 
have been very interesting to me and I am sure they 
have been so to the readers. 

The standing of a journal depends primarily on the 
quality of the material it gets. Most of the articles 
we publish are so-called “popular” articles, but we do 
receive quite a number of papers which are real con- 
tributions in spite of the fact that one country doctor 
said that the only article we ever published worth read- 
ing was one on “Constipation” by Dr. Gardner of 
Minneapolis. 

As to the publishing of the proceedings, the proper 
way would be to have the discussions of the papers 
read before the Society published with the papers. 
There are a good many reasons why it is often not 
possible to have the papers appear with the proceedings 
in the same issue of the journal. It takes a little time 
to set a paper up, review proofs, and sometimes an 
article is not sent in promptly. It would be a mistake 
to hold up the publication of the proceedings on ac- 
count of a delay in receiving and preparing an address 
for the printer. 

I would welcome any suggestions as to the method of 
publishing your proceedings or any criticism as to the 
way the proceedings appear. We had a little difficulty 
at one time as to the form of the proceedings. It is 
true that a great many doctors are not only unable to 
express themselves offhand on the floor but, even after 
going over their discussions, return them to the stenog- 
rapher in a condition not at all suitable for publication. 
If the material does not appear in the proper form it is 
a reflection on the journal and on the Society itself. 
It is therefore to the interest of your Society and of 
the journal to have the proceedings prepared in the 
proper form. 


Inaugural Thesis 
POSTOPERATIVE EVISCERATION 


Dr. RAatpH T. Kwnicut, Minneapolis: There are 
other subjects much more pleasant to present than the 
one chosen for this paper. Fortunately, no surgeon 
encounters postoperative evisceration frequently. We 
would all much rather not meet it at all. One would 
not choose to be known as a surgeon who has had a 
wide experience with it. Most other surgical problems 
come to us ready-made. This one develops under our 
very care, and is usually experienced with some feeling 
of chagrin. One ventures to say, however, that few 
surgeons have done any considerable volume of ab- 
dominal surgery without having to deal with it. 

The very nature of this problem is such that it does 
not lend itself to laboratory experimentation and re- 
search. Even clinical research is very difficult and un- 
certain because cases are very scattered, individual sur- 
geons have very few cases, a very large proportion of 
cases are unreported and never can be collected. Even 
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those which can be and are collected differ greatly in 
the details of physical and laboratory findings, treat. 
ment, and results which are recorded and available for 
comparison. 

Dr. Louis Sperling at the University of Minnesota 
Hospital has recently reviewed a summary of European 
literature and collected cases by S. Sokolov of Jenin. 
grad in “Ergebenisse der Chirurgie und Orthopadie,” 
1932, and has kindly allowed me to use his notes. 

Sokolov found many isolated cases in the literature 
from which it is difficult to draw conclusions. He 
found a series of 157 cases collected by Madelung in 
1905 and 208 additional ones collected by Albichy in 
1924. He sent out 1,140 letters to surgeons and clinics 
and thus collected other cases. In all, he collected 723 
cases, but states there must have been a great many 
more unreported. He found an average of one evis- 
ceration in approximately 2,000 abdominal operations, 
In one series of 6,614 gynecological laparotomies there 
were 11 eviscerations. He found them occurring in the 
simplest short explorations in clean cases as well as in 
long complicated operations. 

In all series, males predominated, 63 per cent being in 
males and 37 per cent in females. He attributes this 
to alcoholism, abdominal breathing and lack of abdom- 
inal elasticity in the male as compared to the female. 

Age he believed unimportant, although most cases oc- 
curred between 40 and 50, probably because more opera- 
tions are done in this decade. Ten of the cases oc- 
curred in the first decade. Occupation seemed to have 
no influence. 

General anesthesia preceded 78 per cent, regional and 
spinal 12 per cent, and local 10 per cent. This is not 
conclusive as general anesthesia was used in an un- 
known and greatly predominating number of all cases. 

The primary lesion for which the operation is done 
he found to have a strong influence upon the occur- 
rence of evisceration. In the order of occurrence, these 
were as follows: 


Per Cent 


Malignancy 27 


Peptic ulcer 
Gallbladder disease 
Intestinal obstruction 
Appendicitis 
Ruptured viscus 
Gynecological operations 
especially myoma and malignancy 
Miscellaneous “ 
Peritoneal infection 





























The type of incision seemed to bear some influence. 
In 606 cases in which the incision was well recorded, 76 
per cent followed a mid-line, para-rectal came next with 
about 12 per cent, diagonal next with 7 per cent, para- 
medial with about 3 per cent and the transverse small- 
est with 2.3 per cent. There were about 15 per cent 
more cases above the umbilicus than below. Mid-line 
incision is not recommended because of the thinness 
of the wall and lack of blood supply. Pararectal is 
not recommended on account of injury to motor nerves. 
Although these incision figures are interesting, Sokolov 
does not consider them conclusive as he had no figures 
on the total number of times each incision was used. 
After all, he does not consider the type of incision as 
important as the primary lesion and the general condi- 
tion of the patient and the condition of the tissues. 

After analyzing the types of suture materials and 
methods of suturing, he does not believe they have 
much influence. Forty per cent followed the use of 
silk and 36 per cent followed catgut. 

The time of year seemed to have a notable bearing. 
Fifty-five per cent of cases occurred in winter and 
spring, 45 per cent in summer and fall. This Sokolov 
attributed to debility of the patient, diminished sunlight, 
and avitaminosis, especially of Vitamin C, bringing 
about atony of all tissues. He states that 16 per cent 
of the cases in the 1926 series showed definite pre- 
scurvy symptoms. 

The general condition of the patient as brought about 
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by the primary lesion, etc., he deems of great impor- 
tance. Seventeen per cent had definite anemia and 
cachexia. Seventy-six per cent were generally defec- 
tive, atonic, etc., with changes in the colloidal struc- 
ture of the tissues, acidosis, etc. 

Other constitutional factors were important, such as 
malignancy, pregnancy, adiposity, disease of the nervous 
system, and infectious diseases. 

He does not consider infection in the wound as one 
of the most important causes because only 15 per cent 
of the eviscerating wounds showed any signs of infec- 
tion and many of these healed well after re-suture. 

His conclusions as to the causes of evisceration are 
as follows: 

Per Cent 
Bronchitis, pneumonia, etc 37 
Anemia and cachexia 16 
Infection of wound 15 
Persistent vomiting 
Abdominal distension 2.5 

















His percentages are thus incomplete. Pulmonary 
complications with resulting coughing appear to be of 
primary importance. 

Rupture of the wound may occur any time in the 
first twenty-one days. The greatest number occur on 
the 7th, 8th, 9th, and 10th days with the peak on the 
8th day. 

The treatment given for 614 of the cases collected 
was as follows: 


Resuture Per Cent 
411 66 


203 33 35 


However, those re-sutured were the better risks while 
those not re-sutured were such poor risks that re-suture 
was not deemed advisable. Sixteen of the re-sutured 
patients ruptured two to five times. Six of these sur- 
vived, two after repeated suture, four after open treat- 
ment. Ten of these died, seven after repeated suture, 
three after secondary open treatment. 

Of sixteen patients who eviscerated following opera- 
tion for perforated ulcer, ten were given open treat- 
ment, one of whom died. Six were re-sutured and 
three of these died. 

The causes of death were given in the following 
order of frequency: peritonitis, pneumonia, shock, 
cachexia from malignancy, etc., heart failure. 

Sokoloy recommends the following preventive meas- 
ures: 

1. Elective operations should be done in the summer 
and fall. 

2. After extensive case study, build up the patient, 
and even let him go home for two weeks before opera- 
tion, to recover from the tire of the examination. 

3.. Take special precautions in preparation, and use 
no catgut in patients with anemia, cachexia, or malig- 
nancy. 

4. Use oblique, transverse, and paramedial incisions 
and avoid pararectal and mid-line incisions. 

: Prevent post-operative distension. 

‘ To avoid pulmonary complications do not bind 
a abdomen for the first four or five days; after that 
it is better to do so. 

7. Delay the removal of sutures, but this must de- 
pend upon the individual case. 

8. Prevent pulmonary complications and cough. 

9. Give abundant fluid intake for healthy tissue 
eifect. 

10. Keep the patient quiet. 

In the matter of treatment Sokolov recommends that 
the open treatment be used, with or without strapping, 
except in individual cases in which suture seems abso- 
lutely necessary. 

Willard Bartlett of St. Louis in his book on the 

“After-Treatment of Surgical Patients,” C. V. Mosby, 
1920, also gives an abstract review of Madelung’ Ss series 


905. In contrast to Sokolov, however, he states 


Mortality 
32 


that the accident occurs almost five times as often in 
women as in men, and almost eight times as often in 
the lower abdomen as in the upper abdomen. Like 
Sokolov, he states that the most frequent immediate 
cause is coughing, being responsible in almost one-third 
of the cases, while vomiting is responsible in one-sixth. 
Bartlett states that the prognosis does not depend upon 
the kind of viscera prolapsed, the size of the mass, or 
the time before treatment is instituted. He states that 
105 out of 148 patients were reported as completely 
cured and that the accident was followed by death in 
29 out of 157 cases. 

Bartlett concludes with a brief report of his own in 
which he states: 

“The author of this chapter has been so unfortunate 
as to have experienced this embarrassing complication 
seven times. All were clean cases in which reposition 
and secondary suture within a few hours were carried 
out without great difficulty. All the patients with but 
one exception were taken to the operating room and 
completely closed up with through-and-through sutures, 
ether being used only once. The other six closures 
were accomplished with seemingly very little pain in 
the absence of even a local anesthesia. This we credit 
to very gentle manipulation and the use of exceedingly 
sharp cutting needles of the Reverdin type.” 

Bartlett stresses the fact that the accident rarely car- 
ries much immediate danger to the patient in the way of 
shock, etc., and that treatment should tend to be con- 
servative rather than too hasty. He agrees with Sok- 
olov that the best treatment in many cases may be noth- 
ing but dressings and perhaps strapping. 

Crandon in his volume published in 1920 on Surgical 
After-Treatment rather stresses the immediate danger 
of shock. 

The index of the literature did not yield any articles 
in American periodicals on the subject. 

Dr. Max Thorek in his “Surgical Errors and Safe- 
guards,” 1932, says very little concerning the occurrence 
of post-operative evisceration, but he quotes Arthur 
Dean Bevan’s description of his favorite method of 
closure as a prophylactic against its occurrence. After 
a minute description of the insertion of four tension 
button sutures, in addition to the running catgut clos- 
ure of the peritoneum and posterior sheath, four inter- 
val through-and-through sutures taking in all but the 
peritoneum, running catgut closure of the anterior 
sheath, and interrupted silk stitch closure of the skin, 
the quotation from Dr. Bevan is as follows: 

“We have been using these button tension sutures in 
the clinic for about 15 years in almost all of our ab- 
dominal incisions. They have proved to be of very 
great service. They have eliminated almost entirely the 
accident of evisceration following early removal of the 
stitches, an accident which is very apt to happen in 
operations on the stomach and operations on the bile 
tract, especially in patients whose wound repair is slow 
and in patients who either have infections of the wound 
or have a post-operative lung complication, with result- 
ing coughing, and of course, this may happen in in- 
dividuals who vomit a great deal following operation.” 

A good many surgeons advocate interrupted chromic 
sutures for closure of the anterior sheath. It would 
seem to the writer that if time is to be used for inter- 
rupted sutures, it would be better to use it on the fascia 
of the anterior sheath than on the skin. Skin clips 
offer a time saving method of interrupted skin suture 
if that is desired. Sokolov warns against clips in types 
of patients in whom bursting of the wound is to be 
feared, as the clips may drop into the abdomen and 
injure or perforate some viscus. 

The writer had never experienced the accident of 
post-operative evisceration until the last 15 months. 
In that time it has occurred to him four times. These 
four cases are as follows: 

Case 1—A man, aged seventy-four, extremely vigor- 
ous and in active business as a city and traveling sales- 
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man, presented himself in January, 1932, complaining 
of periods of constipation, dating back about three 
months, occurring every ten to fourteen days, lasting 
two or three days, accompanied by cramps in the lower 
abdomen, and ending with a day or two of loose stools, 
sometimes accompanied with a little blood. Sigmoid- 
osocopic examination revealed nothing, but a fluoroscopic 
and film examination of the colon with barium meal 
and clysma revealed an annular filling defect high in the 
sigmoid, 2 inches long with abrupt margins at each 
end and ragged longitudinal borders. A diagnosis of 
carcinoma was made. 

Past history was entirely negative except that for 
years he had been subject to fits of violent cough- 
ing, daily, especially early in the morning, and follow- 
ing meals, resulting in the raising of moderate amounts 
of thick mucus. 

General examination was negative. 

He entered Abbott Hospital January 17, 1932, and on 
January 21, under spinal anesthesia through a McBur- 
ney incision, an appendectomy and cecostomy was done. 
Ethylene was given for a few minutes during closure. 
The procedure took 79 minutes. 

A course of autogenous fecal vaccine prepared by 
Dr. Larson was given subcutaneously. 

The day after the cecostomy he developed pharyn- 
gitis, lasting two or three days. 

On January 31 he developed pleurisy pains and the 
next day lobar pneumonia was evident in the right 
chest. On February 8 recovery seemed complete but on 
February 9 he developed lobar pneumonia in the left 
chest. 

On March 3 a first stage Mikulicz operation was done 
through a low left oblique incision. he carcinoma- 
bearing loop was mobilized and brought out of the 
wound, which was closed about it. A rubber tube was 
used overlying the skin between the two limbs. The 
work was done through a left paramedial incision, not 
however passing through the rectus muscle. This was 
closed in layers using chromic catgut in the anterior 
sheath and dermal in the skin. No stay sutures were 
used as the patient was slender and there was none too 
much room. The wound was dressed so as to seal it 
off the cecostomy wound. 

Spinal anesthesia was used without anything sup- 
plemental. The procedure took 8&2 minutes. 

The patient soon had a very distressing cough which 
was controlled with difficulty. 

On March 10 with a little nitrous oxide the tumor 
was removed with an endotherm knife. On March 12 
during a fit of coughing, nine days after the first stage 
Mikulicz operation, the para-medial incision burst open 
and the bowel was extruded over the soiled abdomen. 

The patient was taken to the operating room, the 
bowel washed with physiologic saline and replaced 
within the abdomen. 

It was impossible to strap the wound shut on account 
of the cecostomy and sigmoidostomy. Under spinal 
anesthesia loops of adherent bowel were separated from 
the entire length of one side of the wound and the 
wound was closed with through-and-through sutures, 
the peritoneum, fascia, and skin being closed addi- 
tionally. 

The patient lived six days, until March 18. At par- 
tial autopsy the wound was found solid, but there was 
gross peritonitis. 

Case 2A man aged fifty-nine, 5 feet 10 inches in 
height and weighing 225 pounds, entered Asbury Hos- 
pital March 3, 1932, complaining of pain in the epigas- 
trium and right subcostal region of six months dura- 
tion. The pain was intermittent, not extremely severe, 
not noticeably related to meals. There was, however, 
considerable epigastric pressure and sour eructation im- 
mediately after eating. The typical pain was often 
brought on by bending forward and often relieved by 
lying down. Many individual days and often several in 
succession had been without pain. 
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General examination was negative except that the 
respiration was slightly wheezing, there was a slight 
hacking cough and scattered small whistling rales 
throughout the chest. He stated that he had had the 
slight cough for years and wheezed a little at times. 
The abdomen was obese and there was tenderness yn- 
der the right costal margin. Flat films of the gall 
bladder taken in the office before entering the hospital 
without the use of gall bladder dye, showed the gall 
bladder distinctly. Films taken after the ingestion of 
dye showed practically no increased density and the fat 
meal reduced this density practically none. 

On March 5, 1932, cholecystectomy was performed 
through a right rectus incision under spinal anesthesia 
with ether added for the last 30 minutes to close the 
wound. He was in excellent condition through the 
following day. On March 7, the cough increased and 
steam inhalations and codeine cough syrup were given, 
On March 9 a definite pneumonia had developed. On 
March 12, seven days after the operation, during an 
especially hard coughing spell, the wound broke open 
almost its entire length. When I reached the hospital 
the interne had already strapped the wound and by the 
next day I was able to approximate the entire skin 
edge by strapping. This tended to separate, however, 
and when he left the hospital on the twenty-sixth post- 
operative day, there was still a small granulating sur- 
face which did not entirely heal for another week. He 
was then wearing a canvas binder and there was no 
evidence of a hernia. He returned to report five months 
after leaving the hospital. He was wearing a binder 
and there was a large incisional hernia. 

Case 3—A man, aged fifty-nine, 5 feet 114 inches 
tall and weighing 230 pounds, entered Abbott Hospital 
April 27, 1932, complaining of severe pain of three days 
duration in the right hypochondrium, intermittent and 
lasting from one to five hours. He had also had in- 
creasing jaundice for twenty-four hours. For several 
years he had had right upper quadrant distress espe- 
cially after eating fatty foods or cabbage. The distress 
was never relieved by food. Once before he had been 
jaundiced. He had used liquor freely all his life. 

His general health had been good. He was consid- 
erably overweight, had some dyspnea on exertion and 
had some chronic bronchitis. 

General examination including blood pressure and 
urine was negative except for obesity, a few whistling 
rales, upper right quadrant tenderness, moderate jaun- 
dice, and bile in the urine. 

Cholecystectomy was done on April 28, 1932. Spinal 
anesthesia was given but was incomplete and was sup- 
plemented with ethylene and ether as soon as the abdo- 
men was opened. The gallbladder was tightly dis- 
tended, edematous, and full of stones and light bile, 
one large stone in the neck of the gallbladder impinging 
upon the common duct. Below this point the common 
duct was not distended and no stones could be palpated 
in it. In closing, a Penrose drain was inserted through 
the upper end of the wound to the stump of the cystic 
duct. The wound was closed with double plain in the 
peritoneum, double chromic continuous in the fascia, 
three heavy dermal figure eight stay sutures through 
skin and fascia and dermal in the skin. Immediate 
post-operative condition was excellent. 

Recovery for several days was excellent except that 
on April 30 there was some distension and gulping 
which was quickly relieved by nasal gastro-duodenal 
suction. By May 2 his jaundice had markedly cleared. 
On that day there was some recurrence of distention 
which was again relieved by suction, and he was again 
able to take fluids and semi-solids by evening. Also 
on May 2nd he began to cough and complained that he 
felt something “snap” in the wound. Some pink serous 
drainage appeared. On examining the wound no evi- 
dence of herniation was found. On May 5, seven days 
post-operative, coughing was continuing, the stay 
sutures were cutting badly and giving much distress. 
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They were removed and solid adhesive strapping was 
replaced from loin to loin. There was only a faint 
small pink serous stain on the dressing. On May 7, 
nine days post-operative, the patient had pleurisy pain, 
chills, and fever and pneumonia was evident. On May 
9, eleven days post-operative, the wound burst open. 
Omentum and bowel were reposited as well as possible 
and the wound strapped. From that time on hiccough- 
ing and regurgitating and distension were very persis- 
temt in spite of nasal suction. On May 14, seven days 
after onset of pneumonia, five days after evisceration, 
and following four days of normal temperature, because 
of increasing distension and regurgitation, the eviscera- 
tion was reduced and the wound closed. 

Under spinal and field block anesthesia the omentum 
and bowel were gently separated from the wound and 
the wound closed in layers in addition to through-and- 
through heavy dermal. 

The toxic condition of the patient did not improve, 
he gradually went into coma and died thirty hours after 
closure of wound. 


Autopsy including the head showed: 


An area of necrosis 3 cm. in diameter adjacent to the 
incision. 
silateral bronchopneumonia. 
Toxic paralytic ileus. 
Cholecystectomy. 
Slight coronary sclerosis. 
Congenital hydrocephalus. 


Case 4—A man, aged fifty-five, small town stock and 
produce buyer, 6 feet 1 inch tall, and weighing 200 
pounds, presented himself June 18, ‘1932, for a complete 
examination. For many years he had had indigestion 
and gas, relieved more or less by soda, always worse 
immediately after heavy meals. In the summer of 1921, 
he was in bed for a week with severe intermittent pain 
in the epigastrium lasting one to several hours. In 
February, 1932, he was sick in bed for a week with 
severe steady pain across the lower abdomen, accom- 
panied by distention and constipation. Gradual im- 
provement took place. History otherwise was negative 
except that for years he had had chronic bronchitis, 
sometimes simulating asthma, coughing being quite pro- 
ductive each morning. 


Examination was entirely negative except that x-ray 
films of the right upper abdominal quadrant without 
gallbladder preparation showed a large ring shadow. 
Operation was advised. The second attack described 
above was supposed to have been one of appendicitis. 

The patient returned and entered St. Barnabas Hos- 
pital on Nov. 15, 1932. He had been ill for two weeks 
with severe intermittent pain in the upper right quadrant 
radiating to the right scapula and accompanied by 
vomiting. 

On November 16, under spinal anesthesia supple- 
mented with ethylene and ether, through a right rec- 
tus incision, appendectomy and cholecystectomy were 
performed. The appendix was extricated from an old 
healed appendiceal abscess mass which had caused par- 
tial obstruction and chronic moderate dilatation of the 
terminal ileum. A very large thick-walled edematous 
gall bladder containing many small stones and one 
very large one was removed. A Penrose drain was 
placed through the wound to the stump of the cystic 
duct and the wound was closed in layers using double 
ge in the peritoneum, double running chromic in 
the fascia, four figure eight heavy dermal through the 
skin and fascia, and dermal in the skin. 


The patient immediately began pounding away at the 
wound with a heavy, deep productive cough. On No- 
vember 18, two days post-operative, his temperature 
rose to 102, he developed dullness and bronchophony 
over the lower right chest and a small area low in the 
left axilla. Massive collapse on the right was very 
evident the next day. On November 20 there was very 
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copious purulent bronchial discharge. By November 23 
the chest findings were almost entirely cleared up. 
Coughing and moderate expectoration continued. On 
November 26, ten days after operation, there was an 
unexplained temperature of 101. The stitches were all 
cutting so much that they were removed. The abdomen 
was well strapped. 

That evening, ten days after operation, the wound 
burst open and a large mass of intestines appeared on 
the abdominal surface under the strapping and dressing. 
With a sterile glove I carefully reposited the bowel, 
drew the wound together over it, and held it closed 
with overlapping 2 inch strips of adhesive from loin 
to loin and from lower chest to pubes. Every effort 
was made to control the coughing. The next morning 
a large mass of intestine was found protruding from 
under the pubic margin of the adhesive casing. 

The patient was taken to the operating room and 
under spinal anesthesia the omentum and small bowel 
were gently loosened from the entire margin of the 
wound to which they were adherent, the intestines were 
replaced in the abdomen and the omentum spread well 
over them. Six through-and-through mattress sutures of 
number 3 chromic were inserted 1.5 inches from the 
wound margins, passing barely inside the peritoneal 
margins on each side and emerging 1.5 inches from 
the skin margin on the opposite side. On each side the 
two limbs of the mattress suture passed through holes 
in a large button and they were tied on one side with 
a bow knot. Six well soaked heavy dermal mattress 
sutures were also put through in the same way except 
that they touched the peritoneal margin but did not 
enter it. The skin was then closed with light dermal. 

Progress thereafter was fairly uneventful except 
that the cough continued, distention at times was rather 
distressing and was controlled with the duodenal tube. 
Fifteen and twenty-two days after the secondary op- 
eration, there were attacks of pain simulating biliary 
colic, and copious serous drainage from the wound, 
evidently peritoneal fluid, continued for three weeks. 
As the dermal mattress sutures cut and loosened they 
were readily untied, snugged up, and re-tied. They final- 
ly cut almost through and had to be removed December 
18th, twenty-one days after secondary closure. The 
abdomen was kept strapped. The patient left the hos- 
pital in good condition December 27, thirty days after 
secondary closure. There was only slight crusting at 
the upper end of the wound. There was no evidence of 
herniation. He was fitted with a special belt. He was 
last heard from three months after leaving and stated 
that the wound seemed perfectly solid. 

My impressions from the literature and from my own 
small experience are as follows: 

Pulmonary complications present the greatest danger 
to wounds and should be especially guarded against. 
All four of my cases, however, were faithfully hy- 
perventilated. 

Interrupted chromic sutures 
probably worth while. 


The most serviceable form of stay sutures are the 
mattress type inserted through and tied over buttons 
in a bow knot so that their snugness can be adjusted 
from day to day. One limb should go down to the 
peritoneal margin and the other should loop around 
the fascial margins. 

When evisceration takes place the ideal treatment is 
gentle reposition of the mass and simple rapid through- 
and-through closure with mattress sutures over but- 
tons. If reposition is not easy, plenty of time may be 
taken for reduction of distention before it is attempted. 

Closure by layers is not necessary or practical and 
should not be attempted. 

If the patient’s condition does not warrant even sim- 
ple closure, then dressing and strapping offers pretty 
good results, but large hernias are likely to result. 

Spinal anesthesia is a great help in reposition and 
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para-incisional field block is the logical supplemental 
anesthesia if one is necessary. 


DISCUSSION 


Dr. J. F. Corsetr: This is a complication which 
most of us have anticipated more often than it ac- 
tually has happened, and for that reason it has been 
my personal custom when I thought I was on “thin 
ice” or my patient was, to instruct the interne to have 
a square of sterilized dental rubber on hand so that 
if evisceration did occur it could be thrown over the 
intestines and as little damage done as possible. Also, 
the further instruction to attempt to gather the viscera 
together for replacement into the abdomen and make a 
Mikulicz’s tampon with the rubber and gauze. 

As to the occasions when we expect this to happen, 
one is intussusception in children, which is very apt to 
be followed by evisceration, and another is where heal- 
ing is going along very well up to about the tenth or 
twelfth day. The most remarkable accident of this kind 
that I ever saw was following the removal of a non- 
perforated appendix. The wound was clean and the 
whole incision opened up just as though no sutures had 
been placed. That patient had a positive Wassermann 
and in very carefully examining the wound I could find 
no trace whatsoever of any catgut in the tissues, so I 
assumed there was something about his blood condition 
which destroyed the suture material. I closed the 
wound again and it healed very promptly. 

Again, for instance, you may have a diffuse perito- 
nitis where there is a large amount of pus, and no 
matter how much you suture or wire, you are not apt 
to have good healing. In those cases I have antici- 
pated what would happen later and have used a 
Mikulicz’s tampon, using no sutures whatsoever. 

Dr. J. M. Hayes: Dr. Corbett spoke of his case hav- 
ing a positive Wassermann. That reminds me of a case 
I had several years ago. We removed the sutures on 
the twelfth day. There was no sign of any acute in- 
fection and we thought the wound was healed. A 
slight cough caused the wound to open from one end 
to the other and it showed very little evidence of 
healing. 

This patient had a positive Wassermann and healed 
nicely after being put on an anti-syphilitic treatment. 
Whether this was the real cause of delayed healing or 
not I cannot be sure. 

About twelve years ago we removed the sutures on 
another patient on the twelfth day. He was apparently 
healed and was getting about. He came into the out- 
patient department the next day with his intestines held 
back only by the dressing. This patient did not have a 
positive Wassermann nor did he have any infection in 
the wound. Since, I have not removed the sutures from 
an abdominal wound sooner than the fourteenth or 
fifteenth day. 

Dr. W. Wuirte: In the matter of closing the abdo- 
domen I believe that it is very important to have the 
patient completely relaxed in making the closure. If 
one is using a spinal anesthetic and sensation begins 
to return, some means of supplemental anesthesia 
should be used immediately. Also, if a general anes- 
thetic is being used the patient should be completely 
relaxed so that it will not be necessary to close the 
abdomen while the patient is straining, because straining 
not only makes the closure more difficult, but omentum 
or bowel is apt to be included in the line of suture 
and therefore predisposed to post-operative complica- 
tions, among them hernia formation or even eviscera- 
tion. 

Dr. Knight mentioned a point which Dr. Arthur D. 
Bevan has spoken of and emphasized a great deal, 
namely, concerning the use of skin clips in abdominal 
wounds. They should not be used to close the skin of 
the abdomen because if spreading of the abdominal 
wound does occur there is a danger that the skin clips 
may fall into the wound and be the cause of very 
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serious complications, and there is not enough advan- 
tage in their use to warrant this added risk. 

Dr. Knight should be complimented on bringiiig this 
subject up for discussion. One likes to tell abou spec- 
tacular cases and those in which an unusual], for- 
tunate outcome has resulted, but it takes quite 2 little 
courage to report a series of cases where unhappy com- 
plications have occurred. Nevertheless, it is by « con. 
sideration of cases such as these that members of the 
profession may derive more profit rather than by a 
review of the unusually fortunate cases. 


Dr. KennetH Butkiey: I rather question whether 
the mode of closure, provided it comes within the or- 
dinary, normal, accepted standards, has much to do with 
the development of evisceration. Furthermore, if we 
bear in mind the point brought out by Dr. Knight jn 
regard to the interval following operation that eviscera- 
tion 1s most apt to occur, I question whether the matter 
of edema enters the situation. The primary causes of 
evisceration lie within the patient himself and probably 
are related to his general condition. ; 

I would list, as the first and most common cause, 
anemia and more commonly a secondary anemia, and, 
above all, a secondary anemia associated with malig- 
nancy. The second largest group of eviscerations oc- 
cur in children, particularly in very young children and 
particularly secondary to operation for intussusception, 
All such patients, I believe, when operated upon should 
be closed by figure of eight non-absorbable suture 
material. 

I would classify syphilis as the third most common 
cause of evisceration, and, finally, there is a group of 
patients, the usually obese, not necessarily anemic, but 
non-athletic, flabby type of female, often from the 
lower walks of life. 

Dr. Gmpert Cottam: This subject is a very vital 

and important one, for the presentation of which the 
essayist deserves strong commendation. 
_ To my mind this complication of abdominal surgery 
is an accident into the production of which more than 
one factor usually enters. Thus we may find the pre- 
disposing conditions, such as local or constitutional de- 
fects which retard the process of repair and then, as 
the immediate precipitating factor, a more or less sud- 
den stress, such as coughing, sneezing, and so forth, 
which completes the act of bursting the stitches and 
extruding the viscera. Among these predisposing fac- 
tors is any condition which produces prolonged increase 
of intra-abdominal pressure; for instance, long con- 
tinued gastro-intestinal distention, large tumors and 
advanced pregnancy. In my observation these produce 
ischemia, atrophy and diastasis of the musculature of 
the abdominal wall as well as thinning and friability of 
the fascial and aponeurotic planes. 

I fully concur in what the essayist said about the 
necessity of careful suturing in all cases, especially 
with reference to the use of adequate stay sutures. It 
has been my practice for years, since Wyllys Andrews 
gave us his valuable imbrication technic, to use over- 
lapping methods routinely in closing the fascial and 
aponeurotic layers, for, after all, on these we must de- 
pend for strength rather than on the other anatomical 
structures in the abdominal wall. Then, if acute stress 
as from a pulmonary complication occurs, we have at 
least taken all the precautions possible in so far as our 
present knowledge extends. Difficulty from pulmonary 
complications is more common than published statistics 
would indicate. 

Dr. Rate T. Knient (in closing): I very much 
appreciate the discussion given this paper. In final 
review I think that perhaps there are several points 
which each one of us should stress in our own minds. 
One of these, I believe, is the matter brought out about 
tying the sutures too tightly. If edema does occur, 
stitches which are too tight will cut or strangulate the 
tissues and interfere with sound healing. 

The second is the importance of relaxation for 
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closure as brought out by Dr. White. Closure is at best 
dificult and uncertain if done while struggling against 
tense muscles and extruding viscera. Whatever the type 
of anesthesia, it should be sufficient. By all means, if 
one is using spinal anesthesia and it begins to recede, 
start to supplement it soon enough. Whatever sup- 
plemental anesthesia one elects to use, start it at the 
slightest hint that anesthesia is no longer complete, and 
give cnough of it to obtain complete relaxation. 


The remarks by Dr. Corbett and Dr. Bulkley about 
syphilis are important. Dr. Bulkley also laid stress 
upon anemia, as did the writers whom I quoted. We 
must see that our anemic patients and our syphilitic 
patients are properly prepared for operation. 


Two of the above points, then, have to do with the 
“Preparation of the Patient” and two have to do with 
the “Technic in Carrying out the Operative Procedure.” 


Dr. Cottam has especially mentioned the abdomen 
which has been chronically distended before operation. 
| have seen it mentioned in the literature as a paradox 
that a wound should burst in spite of a greatly reduced 
intra-abdominal pressure after operation. It must be 
due to the thinned, attenuated, anemic condition of the 
abdominal wall, and this can usually not be modified 
before operation. If, in addition, the abdominal disease 
has resulted in a general secondary anemia, this can 
and should be corrected. 

As we each have had personal experience with so 
few of these cases, we tend to attach most significance 
to the special feature of etiology and treatment which 
seemed paramount to us in those few. This I have done 
with pulmonary complications resulting in coughing. 
We must remember that many factors enter into every 
case and we must keep them in mind. 





EMERGENCY TREATMENT OF FRACTURES OF 
THE UPPER AND LOWER EXTREMITIES 


Dr. R. C. Wess: The Committee on the Treatment 
of Fractures of the American College of Surgeons have 
published an approved method of applying emergency 
treatment in the “Outline of the Treatment of Frac- 
tures.” The Committee is interested in having this 
method adopted as widely as possible and in having all 
ambulances operating in the United States carry the 
Thomas-Murray hinged splint for upper extremity 
fractures and the Keller-Blake hinged half-ring splint 
for lower extremity fractures during transportation and 
for first treatment. 


These splints are now standard equipment for am- 
bulances in New York and Philadelphia and the 
United States Army. 


Dr. Webb then presented a moving picture film illus- 
trating the application of these splints by members of 
the Rescue Squad of the Philadelphia Fire Department. 
These firemen had received their instruction from Dr. 
Hubley Owen of Philadelphia and the film had been 
prepared by Dr. Owen with the assistance and approval 
of Drs. Charles L. Scudder, Dr. Clay Ray Murray and 
Dr. Robert H. Kennedy. 


DISCUSSION 


Dr. J. F. Corsett: Here is the situation: this prob- 
lem of handling fractures must be put across to the 
men who are actually involved, ambulance drivers, 
firemen, whoever they are. The Fire Department have 
already taken on the pulmotor and they do that work 
most efficiently. 


This propaganda should be widespread. The preamble 
which Dr. Webb has read is an excellent one. These 


splints, with definite instructions such as could be de- 
veloped from seeing these pictures or actual demonstra- 
tions, would be of value to those who must handle the 
injured. The Police Department should be so instruct- 
ed that they would not permit a patient with a 
broken leg to be dragged about. Their instructions 
should be to allow them to lie where they are, pro- 
tecting them as well as possible, and not to move them 
until proper appliances are at hand. 


Fractures are usually handled by ambulances and 
the personnel should have the proper equipment. We 
must have the Ambulance Companies, the Police De- 
partment and the hospitals all working with us. 


It seems to me we ought to pass some definite reso- 
lution directed toward the proper authorities, in the 
matter of equipment for ambulances. Simply providing 
the ambulances with this equipment is not sufficient, 
but proper instructions must be given. I move that a 
Committee of one be appointed to draw up the proper 
resolution and present it to the authorities, carrying 
with it the full authoriy of the Society. 


Dr. E. K. Green: I second Dr. Corbett’s motion. 


Dr. H. O. McPueeters: Isn’t it a pretty big task for 
one man to draw up the resolution, ascertain just where 
to send it and follow the thing through? 


Dr. R. F. McGanpy: I think it would perhaps be bet- 
ter, before we adopt a motion such as this, to have this 
motion-picture presented before the various hospital 
staffs. We should remember that surgical societies are 
acquainted with the facts of this film. This, in my 
opinion, is not true of general practitioners, practition- 
ers in other fields and laymen. I have had the pleas- 
ure of seeing this film before, when Dr. Webb pre- 
sented it at the Abbott Hospital Staff Meeting. At that 
time he read the opening statement of Dr. Wm. Dar- 
rach in his Oration on Fractures. I am sorry Dr. Webb 
did not read that this evening. 


Many of the larger industries in this city are pre- 
pared to use some manner of splinting at the site of the 
accident. However, this splint has never been brought 
to my attention before. I certainly agree that it would 
be a very good idea to have these splints in the hospital 
to be exchanged with ambulance drivers when a patient 
is brought in. It would also be of great help to the 
doctor, in a home where he was called to see a frac- 
ture, to have the ambulance driver present him with 
one at the time the patient is to be transported to the 
hospital. 


CORRECTION 


Dr. W. A. Hanson’s discussion of the paper given 
by Dr. Gilbert Cottam entitled “Pulmonary Embolism” 
at the May, 1932, meeting of the Minneapolis Surgical 
Society, was apparently misquoted. The discussion ap- 
peared in Vol. XV, page 559, August, 1932, issue of 
MINNESOTA MEDICINE, and should have been as follows: 

All members have been interested in pulmonary em- 
bolism, more especially after having cases of their own. 
Many theories as to cause and treatment have been 
postulated, the preoperative and postoperative care be- 
ing most essential. Dr. R. C. Coffey, Dr. E. Pool and 
Dr. Waltman Walters have been especially interested in 
this complication. Dr. Waltman Walters found that 
giving thyroid extract postoperatively to the patients, 
thus increasing their metabolism and their circulation, 
and with deep inspirations, changing posture and early 
movements of their lower extremities as well as having 
patients inflate small balloons, reduced this complica- 
tion materially. Pulmonary embolism rarely occurs 
following thyroidectomies of either toxic or non-toxic 
types. 

Respectfully submitted, 
F. A. Orson, M.D., Secretary. 
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TEN YEARS OF OBSTETRICS AND GYNECOL- 
OGY IN PRIVATE PRACTICE. John L. Roth- 
rock, A.B., M.D., F.A.C.S., formerly Associate Pro- 
fessor of Obstetrics and Gynecology, University of 
Minnesota. 209 pages. Illus. $3.00. Paul B. Hoe- 
ber, Inc., New York, 1933. 

The life of any physician whose professional career 
over many years has been steadily influenced by the best 
teaching of native and foreign students, and who has 
used a nice discrimination in adapting methods, points 
of view and technics into his own practice happily 
acquires the merit of stimulating and inspiring others. 
In such a life, Dr. Rothrock has been a scientist in 
his continuous regard for the classification of his mate- 
rial, while his painstaking care in technic has made him 
an artist in operative procedures. 

From this background, Dr. Rothrock has described 
his private practice over the decade 1921-31. It is “a 
clinical report of 1,750 obstetrical and 1,345 gynecolog- 
ical cases, with comparative analyses of many of the 
larger groups, and detailed case histories of some of 
the more important and less common conditions.” The 
close relationship between the author and his material, 
not only in its clinical phases, but in its recording and 
final statistical analysis, make this book unique in its 
field. 

For the ten-year period described by Dr. Rothrock, 
the infant death rate in Minnesota was 55.0 and the 
maternal rate was 5.0; in the United States Registra- 
tion Area the figures, respectively, were 70.3 and 6.5. 
Dr. Rothrock’s figures are 20.9 and 2.8. A recent study 
of rates and records of the Maternity Center Associa- 
tion of New York shows a maternal mortality of 2.4 
and an infant rate of 28.7. The incidence of stillbirths 
in Dr. Rothrock’s series is 30.2 per thousand births; 
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that of the Maternity Center was 26. The rate for 
New York City for 1928 was 46. per thousand 

The operative mortality in Dr. Rothrock’ S series was 
0.38 per cent. Greenhill, in reviewing the operative 
deaths in the Gynecological Service of the Cook County 
Hospital in the years 1926-30, showed an operative mor- 
tality of 3.5. These patients, of course, were all charity, 
and 50 per ‘cent of them were negroes. 

Of the maternal deaths in Dr. Rothrock’s scries 80 
per cent were due to the toxemias of pregnancy. One 
followed a cesarean, the indication for which was the 
premature separation of the placenta with concealed 
hemorrhage, in which the element of toxemia was per- 
haps present. In other words, toxemia or related con- 
ditions accounted for 100 per cent of his maternal mor- 
tality. Sepsis, placenta previa and the other common 
causes of maternal deaths in obstetrics were not absent 
from this series, but all were so handled as to prevent 
death of the patient. 

Certain clinical procedures are described in detail, for 
example, the use of the Kielland forceps (pioneered 
in this country by Dr. Rothrock), the transperitoneal 
and extraperitoneal cesarean section, and repair of 
perineal lacerations. In the obstetrical series there were 
431 instrumental deliveries with no maternal deaths and 
11, or 2.5 per cent, infant deaths, most of which oc- 
curred in the author’s early use of the Tarnier forceps. 
The relatively frequent use of instruments is discussed 
in relation to the size of the infants in the series. The 
average weight of 1,345 full term babies was 7 pounds, 
12.5 ounces (3,529.51 gm.), a figure well above the usual 
average given from public institutions. 

The gynecological conditions are classified in the 
same careful manner as are the obstetrical. The use 
of the Alexander operation for retroversion is com- 
mended and described, there is an instructive discussion 
of uterine displacements. Post-operative ileus, of which 
there were ten occurrences, is discussed in its relation 
to operative injury incident to relaxation under anes- 
thesia. Enterostomy was used in its treatment with six 
recoveries and four deaths. 

Sound clinical judgment in medicine is a rare and 
much prized faculty. This volume will indicate why 
that faculty has been for so long identified with the 
name of its author. 


E. C. Hartrey, M.D. 


CLASSIFIED ADVERTISEMENTS 


THREE GENERATIONS of experience in grinding. 
specializing in fine surgical instruments. Prices, rea- 
sonable. Schwarz Grinding Service, Foot- Schulze 
Lf 128 10th St. E., St. Paul. Telephone, Midway 
9939. 





SOUTH MINNEAPOLIS OPENING for physician. 

’ Established practice, complete equipment, associated 
with dentist, low rent. Business corner on street car 
line. Price very reasonable. Leaving for Cagst. Ad- 
dress D-224, care MINNESOTA MEDICINE. 


LOCUM TENENS POSITION WANTED—Experi- 
enced, well qualified physician available any time from 





August 1 to September 20. Can furnish car. Address 
D-225, care MINNESOTA MEDICINE. 
LOCUM TENENS POSITION WANTED from 


September 20 to October 20; well qualified; five years’ 
general practice; Protestant; age 32; Minnesota li- 
cense; good references. Address D-226, care MINNE- 
SOTA MEDICINE. 


FOR SALE—Rabbits for laboratory use. Prices rea- 
sonable. Call or write—Snelling Rabbitry, 3100 East 
37th Street, Minneapolis. Telephone: Drexel 5566. 


OFFICE SPACE FOR RENT—Central district, Min- 
neapolis, with general surgeon. Two rooms, x-ray 
and clinical laboratories with expert technician. 
$30.00 including care of telephone calls. Can refer 
some work. Address D-223, care MINNESOTA 
MEDICINE. 








ESTABLISHED OFFICES in Medical Arts Building, 
Minneapolis, available for morning hours to 1 P. M. 
Prefer obstetrician or internist. Address D-222, care 
MINNESOTA MEDICINE. 





YOUNG LADY who is a neat and reliable stenog- 
rapher and general office worker must have work. 
Good personality and A-1 references. Will work rea- 
sonably. Address D-227, care MINNESOTA MEDICINE. 





WANTED—Five girls to enter laboratory technicians’ 
No tuition. 
Saint Paul, 


course. Two years’ college required. 
Apply Ancker Hospital Laboratories, 
Minnesota. 
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